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I HOPE that the title of my address—‘‘Ancient and Modern’’— 
has not caused any alarm to the members of this Society, or 
led anyone to expect a dissertation on hymns and hymn-tunes. 
But since the subject masquerading under this title is concerned 
with ethical problems, and even to some extent with theology, 
it seems appropriate that 1 should take a text from Scripture 
and direct your attention to the Book of Genesis, chapter xxxv, 
verses 16 to 18, where it is written : 

. . and Rachel travailed, and she had hard labour. And it came to 
pass, when she was in hard labour, that the midwife said unto her, 
Fear not; thou shalt have this son also. And it came to pass, as her 
soul was in departing (for she died) that she called his name Ben-oni. 

This passage from the ancient Hebrew literature recording the 
death of Rachel from a ruptured uterus will relieve your minds 
of any lingering doubt as to my intentions by intimating that 
my theme is the ancient and modern methods of dealing with 
obstructed labour. I believe that the historical aspect of this sub- 
ject lends itself to the occasion of a presidential address: this 
is an occasion upon which the President is permitted to express 
himself freely upon his chosen subject and to exercise almost 
pontifical powers of speech. I hope to take advantage of this 


* Presidential Address to the North of England Obstetrical and Gynae- 
cological Society, 1934. 
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opportunity and to enjoy my privileges without abusing them, 
and I shall therefore endeavour to deal with facts rather than 
opinions, and to concern myself with controversies without being 
controversial. 

The evolution of the present treatment of dystocia has passed 
through various phases, which, for the purpose of description 
may be divided into four main epochs. These epochs and the 
main obstetrical methods associated with each period of time 
are shown in Table I. 


TABLE I. 


Other methods in 
Epoch Type Method of choice use 


One 

Ancient times to Manual methods Cephalic version Fillets and loops 
18th century : Sharp hooks Embryotomy Nets 
Sumerian Podalic version 
Babylonian ? Forceps 
Egyptian (Arabian) 
Hebrew ? Caesarean 
Greek section Hebrews 
Roman (Talmud) 


Two Podalic version Special extractors, 
Iratter part of Manual methods Accouchement e.g., tire téte 
16th and whole Blunt hooks forcé 

of 17th century 


1580—1733 The forceps a family secret? 


Three 
18th century and Instrumental The forceps Induction of 
part of 19th cen- methods Trial of labour premature 
tury labour 
Pubiotomy 
Four Version 
End of 19th cen- Operative Antenatal Craniotomy 
tury to the pres- methods prophylaxis Caesarean section 
date Prophylaxis Induction 
Caesarean section Version 
The forceps 
Craniotomy 


The first phase extended from the dawn of medicine to the 
rise of Ambroise Paré: during this time embryotomy was the 
method in common use throughout Europe. 

The second period corresponded roughly to the seventeenth 
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century; during this time the influence of the French School 
was dominant, and the forceps (which had been invented pro- 
bably at the end of the sixteenth century) was not at the general 
disposal of the profession. 

The third epoch, the golden age of the forceps, began with 
the publication of the Chamberlen secret in 1733 and terminated 
with the advent of Pasteur and Lister. 

The present era may be said to date from the discovery of 
antiseptics and to be characterized by the development of opera- 
tive technique and the rise of preventive methods of treatment. 


First Epocn. 

The early literature is of necessity limited in amount, and few 
medical records have come down to us from primitive times 
when printing was unknown and knowledge was preserved in 
manuscript form or transmitted by word of mouth. The ancient 
Ebers Papyrus (1550 B.C.), the oldest medical manuscript, 
makes no reference at all to difficult labour, but the Bible, as 
we have seen, records the death of Rachel and makes other 
references to midwifery which are interesting and instructive. 
The Book of Exodus makes it plain that the ancient Hebrew 
midwives were familiar with the value of posture for increasing 
the power of expulsion during labour, and gives a clear account, 
possibly the first in history, of precipitate labour and the ‘‘born 
before arrival’. Exodus i, 15-19: 


... and the king of Egypt spake to the Hebrew midwives, Shiprah and 
Puah, and he said, When ye do the office of a midwife to the Hebrew 
women and see them upon the stools, if it be a son then ye shall kill him, 
but if it be a daughter then she shall live. But the midwives feared 
God and did not as the king of Egypt commanded them, but they 
saved the men children alive. And the king of Egypt called for the 
midwives and said unto them, Why have ye done this thing? And 
the midwives said unto Pharoah, Because the Hebrew women are not 

- as the Egyptian women, for they are lively and are delivered ere the 
midwives come to them. 


With regard to the ancient literature of India dealing with a 
system of medicine that dates from 1500 B.c., there is much 
uncertainty and legend. Ardent enthusiasts have tried to show 
that these old Hindu obstetricians were possessed of an instru- 
ment similar to the modern forceps, but according to Kedernath 
Das, whose opinion is entitled to the greatest respect, this claim 
has not been substantiated. Das points out the difficulties and 
sources of error associated with the identification of instruments 
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that are described in words only and not illustrated in the text 
of a manuscript. 

After careful examination of the available evidence, he comes 
to the conclusion that the ancient Hindu operators were familiar 
with the use of embryotomy knives for opening the skull and 
sharp hooked instruments for extracting the foetus, but did not 
possess any knowledge of the conservative forceps. 

There is moreover considerable doubt as to the exact age of 
these manuscripts. It is true they describe a system of medicine 
that began long before the birth of Christ, but there is some 
reason to think they were written towards the close of the period 
which they commemorate. These Hindu authors may, there- 
fore, have come under the influence of Greek culture and may 
have derived their knowledge of obstetrics and obstetric instru-. 
ments from the writings of the Greek physicians. 

The Greek School, founded by Hippocrates, taught that head 
presentations were favourable and that transverse lies and foot 
presentations were unfavourable or preternatural. Hence, in 
any difficult case associated with an abnormal presentation, a 
preliminary cephalic version must be carried out and then the 
operator must proceed to extract the child with his hands. If 
manual methods failed, the child was extracted with sharp 
hooks, and if necessary, the foetal head was opened and the 
bones removed piecemal with bone forceps. This teaching exer- 
cised a paramount influence upon the practice of obstetrics 
throughout Europe and Asia for many centuries, and as a result, 
cephalic version was the accepted method of choice for dealing 
with difficult labour until the middle of the sixteenth century, 
when Ambroise Paré proclaimed the advantages of podalic 
version. 

It will be apparent from the quotations I shall give you that 
these early obstetricians were expert exponents of craniotomy : it 
seems equally clear from their writings that they were acquainted 
with less severe methods and that the best of the ancients, such 
as Soranus and Aetius, must have had a truly remarkable know- 
ledge of obstetrics. 

They recognized the value of such physical aids as posture 
and sternutatories, and doubtless employed these and other 
methods of stimulating and supplementing the efforts of nature 
on suitable occasions, but it must not be forgotten that oppor- 
tunities for putting conservative methods into practice were few 
and far between, since men midwives were not called upon until 
the ordinary female attendants had failed to deliver the patient. 
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Very often these Greek and Roman physicians must have found 
the child dead and the mother in a state of shock that rendered 
any active interference both difficult and dangerous. It is highly 
probable that many of the earliest obstetric operations were 
carried out upon women who were in extremis at the beginning 
and dead before the end of their treatment. 

Caesarean section on the living subject, the most interesting 
operation known to antiquity, must have been restricted to 
patients who were long past any hope of recovery, and many 
operators must have made a practice of postponing the opera- 
tion until the patient was already dead. Moreover, removal of 
the child post-mortem was insisted upon by Canon Law in 
medieval times, and permission for the burial of the mother 
was withheld until this rule had been complied with. 

Let me give you some quotations taken from the writings 
of the ancients : 


Hippocrates (460 B.c.). Embryotomy: 
Hippocrates advised the operator to pare his nails and use a crooked 
knife to open the child’s head, and also to cover the point and back of 
the knife with the finger lest it should hurt the uterus. 


Celsus (first century) : 


On introducing the hand upon the dead foetus, we readily discover 


its position: for it is either turned upon its head, or its feet, or it lies 
transversely; so that most commonly either its hand or its foot is near 
the os uteri. Now, the physician’s aim should be to turn it with his hand 
either upon its head or upon its feet, if previously in any other posture. 

When no other part presents itself, by taking hold of the foot or the 
hand, the body is brought into a straighter direction, for by the first 
we turn it upon its head, and by the second, upon its feet. Then, if the 
head present, a crotchet with a short beak must be introduced, smooth 
throughout its entire surface; and the parts where it is proper to fix it, 
are the eyes, ears, mouth, and sometimes the forehead: and by drawing 
this in a direction forwards, the foetus is extracted. Not that it is to be 
drawn out indiscriminately at any time; for if an attempt be made while 
the mouth of the womb is contracted, this part cannot afford a passage 
for it, and so the foetus is lacerated, and the beak of the crotchet slips 
into the os uteri itself; the consequences of which are convulsion, and, 
very probably, death. Therefore, during the contraction of the uterus, 
we must wait, and pull gently when it becomes dilated; thus extracting 
the foetus by degrees, as opportunity may permit. 

The crotchet should be drawn with the right hand, the left being 
introduced so as to act as a director both to the foetus and to the 
instrument. The infant is sometimes distended with a fluid, and a foetid 
sanies flows from it; in this case, it must be perforated by means of 
one’s forefinger, that by letting out the humour its bulk may be lessened : 
and it is then to be gently withdrawn by the hand. For a crotchet 
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thrust into flaccid flesh is easily detached, the danger of which event has 
already been mentioned. 

When the foetus is turned upon its feet also, it is not difficult of 
extraction; for these being taken hold of, it is readily brought away by 
the hands merely. When situated transversely, and one cannot direct it 
by the hand, a crotchet .must be fixed in the armpit, and its extraction 
gradually effected: when in this position its neck is generally doubled, 
and its head turned backwards. This difficulty must be remedied by 
cutting the neck completely through, so as to remove both parts 
separately. This is accomplished with a crotchet like the former, only 
that its entire inner edge is sharp. Then, it should be our aim first to 
remove the head, and afterwards the rest of the body: because it 
generally happens that where the bulkier part is removed first, the head 
slips back into the cavity of the womb, and cannot be extracted without 
extreme danger. Should this happen, a double cloth having been laid 
over the woman’s abdomen, a strong and intelligent person ought to 
stand at her left side, place both his hands upon the lower part of her 
belly, and press with one hand laid upon the other, by which means the 
head is impelled towards the os uteri; and it remains to be extracted with 
the crotchet, in the manner above mentioned. 

But if one foot present while the other remains backward along with 
the trunk, the protruded part must be gradually cut away: and if the 
‘buttocks have begun to press against the mouth of the womb, they must 

be forced back again, and the other foot, sought for and brought forward. 

There are yet other difficulties which render it necessary to remove 
the child. piecemeal, where it cannot be extracted entire. 


- Moschion (first century), writing in the time of Nero, was 
evidently a sound clinician; he seems to distinguish clearly be- 
tween delayed and obstructed labour : 


For difficult births (inertia) he recommends that the parts are first 
to be relaxed with oil and a catheter inserted if the passage of urine is 
obstructed by a stone in the neck of the bladder (? full bladder). 

For faecal impaction he prescribes a clyster (enema) and orders 
rupture of the membranes to stimulate the pains. 

For obstruction, the best position of the child is a vertex, and if the 
position is not right and cannot be amended by ‘‘putting the woman in 
the proper postures,’’ he advises that version, preferably cephalic, should 
be carried out and the child removed when the os is open. 


And finally, let me read you an extract from Aetius, who 
lived in the fourth century and ieft an excellent account of the 
accepted teaching of the Hippocratic School of Medicine : 


He says that the cause of difficult labour includes maternal causes 
such as obliquity of the neck of the uterus, fleshy substances adhering to 
the cervix and anchylosis of the ossa pubis. 

There are also foetal causes such as the extraordinary size of the 
child, the crowding together of two or three foetfis and twins presenting 
together at the neck of the womb. 
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And listen to this sage advice: 


In treating a case, first consider the strength of the patient, and if 
there is bad subsultus and a disordered pulse, it is better to decline the 
operation rather than run the risk of her perishing in the obstetrician’s 
hands. 

But if the courage and strength are sufficient for the occasion, let her 
be laid in bed on her back, her head low, legs held asunder by strong 
experienced women, and given a cordial of two to three mouthfuls of 
bread dipped in wine to prevent fainting. 

The surgeon is then to open the pudenda with a sharp instrument and 
observe the cause of the difficulty. The treatment will depend upon the 
cause. He must amputate a tumour, rupture the membranes and manu- 
ally dilate the cervix, so as to effect a sufficient opening for the passage 
of the child. 


It seems only reasonable to suppose that such obstetricians as 
these must have made use of podalic version and the induction 
of labour, and that in spite of an enormous mortality, they must 
on many occasions have succeeded in saving the life of both 
mother and child. The probable survival of children, sometimes 
more or less unharmed, after the employment of hooks and other 
less dangerous mechanical extractors (to which reference will be 
made presently) lends colour to the story that the Ancients were 
familiar with the use of a conservative type of forceps. 

The claims of the ancient Hindus to the possession of such 
knowledge have already been mentioned, but the claims of others, 
and especially of the Arabian physicians, are more worthy of 
consideration. The Arabian physicians enjoyed great distinction 
in the tenth and eleventh centuries, three of their number being 
especially famous. 

1. Rhazes, born in Baghdad at the end of the ninth century, 
was the inventor of the fillet, or at least the first author to describe 
this method. 

2. Albucasis (A.D. 936-1013) lived in Cyropolis, a city of 
Media on the Caspian Sea. He described many of the instru- 
ments used by the Arabian School of Medicine, and left drawings 
of some of them, including the vertigo for opening the womb, 
the impelleus, an instrument for pushing. up the foetus as a 
preliminary to cephalic version, and two kinds of forceps, the 
almisdach and the misdach. 

3. Avicenna (A.D. 980-1030). Born at Bokhara. Smellie 
described him as a copyist, and says that he obtained the embryo- 
tomy operation from Paulus, the extraction of the secundines 
from Philomenes, and the use of the fillet from Rhazes, but adds 
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that Avicenna was so famous for his writings that no other 
doctrine was taught in the schools until the revival of learning. 

Following the Hippocratic tradition, Avicenna taught that 
the head was the only natural method of delivery and that all 
other forms of presentation were abnormal, although the breech 
was the least difficult. His description of the proper method ot 
delivering the head is interesting, because it is upon this descrip- 
tion that the Arabian claim to priority in the use of the forceps 
is chiefly founded. The evidence upon which this claim is 
based is very slender, for it is limited to a few phrases, the 
meaning of which is by no means clear : 


When delivery is difficult owing to the size of the child, apply a fillet 
round the child’s head and endeavour to extract it. When this does not 
succeed the forceps are to be applied and the child extracted by them. 
If this cannot be accomplished, the child is to be extracted by incision 
‘as in the case of a dead foetus. 


These words appear to discriminate between simple traction and 
craniotomy, and by some authorities they have been accepted 
as proof of the existence of an Arabian pattern of conservative 
forceps: but this interpretation is not accepted by the majority 
of modern authorities, who believe that Avicenna was simply 
drawing attention to the principle that when the operator is 
unable to extract the foetus with craniotomy forceps alone, he 
must overcome the difficulty by a preliminary perforation or 
embryotomy. This view is supported by the shape and general 
appearance of the forceps illustrated by Albucasis, which are 
clearly designed for craniotomy and could not possibly have 
been used for simple traction. 

And surely if Avicenna, or any of his contemporaries, had 
discovered such a revolutionary method of treatment, they must 
have left behind them some account of the special instruments 
devised for this unique purpose. It seems to me hardly possible 
that Avicenna or any of the ancients could have had any know- 
ledge of an instrument at all comparable to the modern obstetric 
forceps. 

Before I leave this subject, passing reference must be made 
to one other aspirant to the honour of priority, namely Jacobus 
Rueff of Zurich, who invented his Forceps longa et tersa 
in 1554. Rueff apparently conceived the idea of a conservative 
type of instrument, but was unable to translate his ideas into 
practice, for his forceps were less than six inches in length and 
were obviously quite unsuitable for obstetric purposes. 
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SECOND EPOCH. 

A new era arose with the celebrated French surgeon, 
Ambroise Paré, in the middle of the sixteenth century. Paré 
was the first, according to Smellie, to improve upon the teaching 
of ancients. He emphasized the value of podalic version for 
difficult cases, and was the first author to make any serious 
attempt to save the child in the presence of a mechanical obstacle 
to delivery. At the same time, Paré was an exponent of 
accouchement forcé and practised rapid manual dilatation of the 
cervix followed by internal version with quick extraction. 

The teaching of the French school founded by Paré and 
developed by his successors (of whom Mauriceau and Gregoire 
were notable) was dominant throughout the seventeenth century, 
and podalic version with manual extraction replaced the old 
method of delivering the child by traction with sharp hooks. 

During this period the forceps were unknown outside the 
Chamberlen family, but various kinds of mechanical extractors 
were available for the treatment of difficult cases, such as the 
pes gryphu of Paré, the lire-téte of Mauriceau, and the speculum 
matricis, This latter instrument was revived by Pierre Franco 
in 1561, but was well known to the ancients, a speculum of a 
similar type to Franco’s having been found in excellent condition 
in Pompeii. The method of application of these instruments is 
evident from the pictures, and their chief function was dilatation 
of the birth canal prior to accouchement forcé or craniotomy. 
In addition, fillets and nets were also used. 

Fillets were simply loops of linen, tape, silk, or whalebone 
applied to the neck or some other accessible part of the foetus 
for the purpose of traction. This was certainly a conservative 
method of treatment, but as Smellie wrote of Mauriceau’s pattern 
of fillet : 


It is fixed with three different types of instrument, fixed with a great 
deal of trouble, and after all is of little use. 


It should also be noted that this epoch saw the first chal- 
lenge to the supremacy of the women midwives, when, as the 
result of a number of factors, including the discovery of printing 
and the spread of education, the practice of engaging a man 
midwife first began to be fashionable. It is alleged that some 
encouragement was given to this innovation by the circumstances 
attending the confinement of Louise de la Valiere in 1663, when 
Louis XIV desiring to keep the condition of this lady a secret, 
decided to dispense with the services of the Court midwife and 
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to call in a medical practitioner. The patient was delivered 
by Jules Clement, and apparently his services were much appre- 
ciated, as he was later appointed to the Court of Spain as well 
as France. 

But the greatest impulse to this movement in favour of men 
midwives was provided by the invention, or rather the publi- 
cation, of the forceps. 

It is obvious that any method offering a rapid and compara- 
tively safe method of delivery was bound to become popular 
and to lead to the engagement of those surgeons who possessed 
the necessary instruments. 

The use of the forceps ied to the supremacy of the man 
midwife, and, in doing so, provided (for the first time in history) 
adequate opportunities for the observation of normal labour and 
natural delivery. | 

This discovery was directly responsible for the pioneer work 
of the great obstetricians of the eighteenth and nineteenth cen- 
turies, and in this way laid the foundation of the modern art and 
practice of midwifery. 


THIRD Epccu. 

I must now bring to your notice the famous Chamberlens, 
who are generally acknowledged to have been the real inventors 
of the forceps. 

The history of this gifted, if peculiar, family is of absorbing 
interest, but I have no time for more than a mere outline of 
their activities, presented in the form of a family tree and a few 
notes on the outstanding members of the family. 


THE CHAMBERLEN FAMILY TREE 


William Chamberlen 
Died ante 1596 Came to Southampton 
| from France as a 
| Huguenot refugee in 1569 


| 
Peter the elder—Died 1631 Peter the Younger—Died 1626 


Dr. Peter Chamberlen 


Hugh Chamberlen Senior 


Hugh Chamberlen Junior One son No issue 


125 
3 
3 
Paul John 
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The notes are taken from ‘“‘The History of British Mid- 
wifery’’, by Herbert Spencer, to whom I cannot sufficiently 
express my thanks for the help and advice he has given me 
during the preparation of this paper. 

Dr. Peter Chamberlen died on December 22nd, 1683, at 
Woodham Mortimer Hall, near Malden, in Surrey, where the 
original forceps was discovered in a closet in 1813. 

Peter, the Elder: the reputed inventor of the forceps. He was 
detained in Newgate prison for not confining himself to the 
practice of surgery, but was released through the intervention 
of the Queen and the Archbishop of Canterbury. He attended 
the Queen in her confinement and received the fee of forty 
pounds, but there is further evidence of his being in the Queen’s 
favour, for in his will he mentions ‘‘my diamonde ringe which 
I had of Queen Anne’’. He also attended Henrietta Maria, wife 
of Charles I. 

Peter, the Younger: a splendid controversialist, who was re- 
buked by the College of Surgeons for adding colysynth to a 
clyster prescribed by a physician. He also ‘“‘impudently advo- 
cated the cause of the midwives’’, probably with the object of 
furthering his personal and family interests. 

Dr. Peter Chamberlen: He studied at Heidleburg, Padua, 
Oxford and Cambridge. He became an M.D. at 18 and an 
F.R.C.P. at 21. On admission to the Fellowship, he was ad- 
monished by the College in regard to his dress, which was 
apparently more suitable to the Court than the Comitia. 

Later he was fined for missing meetings, and finally was dis- 
missed from the College in 1649. Like his father, he was fond 
of polemics, and between 1649 and 1654 entered into various 
religious disputes. He was also interested in phonetic writing, 
and produced a scheme for the union of the churches, a union 
that was to include the Jewish as well as all branches of the 
Christian faith. 

He was appointed Physician-in-Ordinary to Charles II in 
1660, and died in 1683 at Woodham Mortimer Hall, in Surrey, 
leaving behind him the original pattern of the precious instru- 
ment which had made his family so famous. * 

Hugh Chamberlen, the Elder: This member of the family 
translated Mauriceau’s book in 1673 after vainly attempting to 
sell him the family secret in 1670. He was appointed Physician- 
in-Ordinary to James II in 1673, and attended the birth of his 
son, the Old Pretender; he also attended the confinement of 
Anne of Denmark in 1692 and received a fee of 100 guineas. 
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Like his father, he was full of schemes for the betterment of 
humanity (and perhaps the Chamberlen family) including a pro- 
posal for universal health insurance; another for a great land 
bank, and a third great project for the Union of Scotland and 
England. Towards the end of his life he practised in Holland, 
where he is alleged to have sold the family secret to Roon- 
huysen of Amsterdam. 

Dr. Hugh Chamberlen, junior: the last of the male line of 
Chamberlen inherited little of the quarrelsome nature of his 
ancestors; he possessed on the contrary a pacific spirit and a 
love for domesticity which prompted him to marry three wives 
and to become three times Censor of the Royal College of 
Physicians. 

It seems incredible that such a marvellous invention as the 
forceps could have remained a family secret for more than a 
hundred years, but there can be little doubt that this is sub- 
stantially what happened. No mention is made of this instru- 
ment in the current literature, except in the translator’s intro- 
duction to Mauriceau’s book, where Hugh Chamberlen permits 
himself to use the following unctuous words : 


My father, brothers and myself (Tho’ none else in Europe as I know) 
have by God’s blessing and our own industry, attained to and long 
practised a way to deliver women in this case without any prejudice to 
them or their infants; tho’ all others (being obliged for want of such an 
expedient, to use the common way) do and must endanger, if not destroy 
one or both with hooks. By this manual operation, a labour may be 
despatched (on the least difficulty) with fewer pains and sooner, to the 
great advantage and without danger both of woman and child. . . . In the 
fifteenth chapter of this book, my author proposes the conveying sharp 
instruments into the womb, to extract a head, which is a dangerous 
operation and may be much better done by our forementioned arts... . 1 
will now take leave to offer an apology for not publishing the secret I 
mention we have to extract children without hooks, where other artists 
use them, viz., there being my father and two brothers living, that 
practise this art, I cannot esteem it my own to dispose of nor publish it 
without injury to them; and think I have not been unserviceable to my 
country, altho’ I do but inform them that the forementioned three 
persons of our family and myself, can serve them in these extremities, 
with greater safety than others. 


. PUBLICATION OF THE FORCEPS. 

Hugh Chamberlen made an abortive attempt to sell the family 
secret in 1670, when he demonstrated the use of the instrument 
to Mauriceau. As chance would have it, Mauriceau had a diffi- 
cult case under his care which he had failed to deliver. This 
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was a woman, a rachitic dwart, aged 38, who had been in labour 
for eight days. Chamberlen undertook to deliver the patient in 
a quarter of an hour, but after three hours of violent effort he 
desisted from exhaustion. Mother and child did not survive 
24 hours, and post-mortem examination revealed a ruptured 
uterus. In spite of the failure of the forceps, Mauriceau attributed 
the result chiefly to the large and clumsy hands of Chamberlen. 

Later at some unknown date (he was certainly in Amsterdam 
in 1693) Hugh Chamberlen went to Holland and became friendly 
with Roonhuysen, an obstetrician in Amsterdam to whom he 
gave, or more probably sold, his secret. 

Roonhuysen, taking a leaf out of the book of Chamberlen, 
proceeded to form a company for the disposal of the instrument 
to those obstetricians who could afford to pay for it. 

The Medico-Pharmaceutical College of Amsterdam into which 
Roonhuysen and his friends formed themselves, held the mono- 
poly until 1753, when Jacob de Vischer and Hugo de Poll 
bought it from Jean de Bruyn, daughter of one of Roonhuysen’s 
pupils. 

But when the receptacle containing these instruments was 
examined, it was found to contain some spatula-like objects 
(now known as the ‘‘Roonhuysen lever’’) which bore no resem- 
blance to the Chamberlen type of forceps. On this account, it 
has been alleged that Chamberlen swindled Roonhuysen by 
revealing only one blade of the forceps, but there is equally 
good reason to believe that Roonhuysen and not Chamberlen 
was the real swindler, and that the secret instrument sold by 
Jean de Bruyn was really a special invention of her father’s. 
The evidence in favour of this view forms an amazing story. 
A Dutch obstetrician named Rathlaw, who objected to paying 
the stipulated fee for the great Roonhuysen secret, determined 
to obtain the necessary information in a roundabout way with- 
out paying for it. He was friendly with a physician at The 
Hague, Dr. Velsen, who in turn was acquainted with an ex- 
pupil of Roonhuysen’s by the name of Van der Swam. 

Van der Swam lived with Roonhuysen in 1697, and seizing 
an opportunity that presented itself when his master was called 
away from a case by the Burgomaster, he opened the obstetric 
bag that had been left behind and took from it a pattern of 
the precious forceps concealed within. Rathlew published an 
account of this instrument in Paris at about the same time as 
Chapman’s book appeared in London. This extraordinary inci- 
dent lends support to the suggestion that some knowledge of 
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the forceps must have leaked out long before its final publica- 
tion by Chapman. 

It, therefore, seems probable, in spite of Hugh Cham- 
berlen’s assertion to the contrary, that simple traction was 
employed by a limited number of obstetricians outside the 
Chamberlen family in the seventeenth century. 

The fortunate possessors of this ‘‘secret nostrum’’ following 
the lamentable example set by the Chamberlen family, kept this 
secret for their own use and exploited it for their own personal 
advantage. 

In England, Dr. Drinkwater, who practised in Brentford 
between 1668 and 1728, left behind him a pair of forceps strikingly 
similar to those of Chapman and Giffard, and it is quite clear 
that he must have been familiar with their use. 

In France, the “‘iron hand’’ of Jean Palfyn may have an 
founded upon information obtained from midwives or patients 
who had been treated by the Chamberlens, although it is stated 
that this particular instrument was based upon the blunt hook 
or broad spoon of Mauriceau, and certainly a comparison of 
the two is highly suggestive. 

Palfyn demonstrated his extractor before the Academie de 
Sciences in 1720, 13 years before the publication of the forceps 
in England, but his instrument did not arouse much enthusiasm, 
and he died poor and neglected in 1784. 

Palfyn’s idea was soon improved upon by other continental 
obstetricians and particularly, by Heister and Dusee, whose joint 
efforts produced an instrument agreeing in essentials with the 
English forceps. 

The honour of publication should be divided between Chap- 
man and Giffard, or perhaps Giffard’s name should be put first, 
as in a posthumous work brought out by Hody in 1734, Giffard 
reports a case in which he first used the forceps in 1726. 

Chapman, of South Halstead, Essex, published the instru- 
ment in 1733, and it is interesting to notice that Chapman in 
disclosing the family secret of the Chamberlens, retained a secret 
of his own, as he wrote about his pattern of the fillet: 


I must beg leave to be silent about it, it being entirely an invention 
of my own. 


Smellie first purchased a pair of French forceps, but found 

them ‘‘so long and ill-contrived, that they by no means answered 

the purpose for which they were intended’’, nor was he satisfied 

with the Chapman pattern, for he wrote: ‘‘this was the reason 
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that prompted me to contrive the longer kind of blades which 
are curved’’. 


MODERN ERA. 
The last part of my address deals with modern methods of 
treatment and their results, beginning with delivery with the 
forceps. 


THE FORCEPS. 


The original Chamberlen pattern -a short straight forceps— 
has undergone three essential modifications : 


1. Lengthening. 


2. Adoption of the pelvic curve probably invented indepen- 
dently by Smellie and Levret. 


3. The addition of axis traction rods or apparatus introduced 
by Tarnier in 1877. 


Since the days of Chapman, a great many different patterns 
of forceps have been invented and discarded. In 1794, Mulder 
described 44 varieties, while in 1929, Kedernath Das published 
an account of no less than 550 different types—the last 54 on 
Das’s list appeared between 1900 and 1929—and 38 of these 
new patterns are concerned with modifications of the axis trac- 
tion apparatus. 

These variations speak for themselves, and suggest that the 
perfect instrument has not vet been found. I am not sure that 
the all-round efficiency of the long straight forceps of the Smellie 
type has ever been surpassed. 

It cannot be denied that the provision of extra length and an 
axis traction apparatus increases both the scope and the power 
of the instrument and that an expert may occasionally find 
these modifications of great service. But it is equally true that 
increased length encourages the application of the instrument to 
the high and even floating head and provides opportunities for 
the exercise of unduly powerful traction. 

And furthermore, the presence of an axis traction apparatus, 
suggesting as it does an accurate and harmless method of 
pulling, may (and apparently often does) create an entirely 
erroneous impression of security. 

I think you will agree that the long axis traction type is 
rarely required by the expert and that it may easily become 
a dangerous instrument, or, speaking more plainly, a lethal 
weapon, in the hands of the unskilful operator. In my opinion, 
short forceps are safe and long ones are potentially dangerous, 
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and I have no doubt that the failure to deliver with the forceps 
would disappear if long handles were abolished. 

Accouchement forcé. This method was known to the ancients, 
for it is mentioned by Tertullian, who wrote in the second cen- 
tury. The manoeuvre of rapid dilatation of the cervix, internal 
version and forcible extraction was named ‘‘accouchement 
forcé’’ by Gullimeau, a pupil of Ambroise Paré. The popularity 
of this method was checked by the invention and publication of 
the forceps, and it has never been popular except for a short 
lapse in 1902-6 when the prong dilator, invented by Bossi, 
achieved an unenviable, but happily short-lived notoriety. 
Forcible manual dilatation is now considered to be an unjusti- 
fiable procedure and vaginal incision of the cervix has rendered 
this method obsolete. 


PUBIOTOMY AND SYMPHYSIOTOMY 
Methods of enlarging the pelvis were known to the obstet- 
ricians in the Middle Ages, but were restricted to operations upon 
the cadaver. 


Symphysiotomy. 

In 1768, Segault invented symphysiotomy, but did not carry. 
out the operation until 1777: the patient, Madame Souchet and 
her child both survived, but Madame was left with a permanent 
vesico vaginal fistula, faecal incontinence and difficulty in loco- 
motion. 

In spite of this result, Segault was awarded a silver medal. 

This operation has had a chequered career, but enjoyed a 
short-lived popularity in 1892-3, owing to the recommendations 
of Spinelli and Pinard. Pinard performed the operations 17 
times in 1891, and, for the two following years, symphysiotomy 
actually threatened the supremacy of Caesarean section. 


Pubiotomy. 

De la Courvee in 1655 delivered a child by section of the 
pubic bones after the death of the mother. Aitken in 1775 recom- 
mended cutting the pelvic bones on both sides of the joint, but 
never did it himself, and Galbiati was apparently the first man 
to carry out Aitken’s suggestion on the living subject. Unhappily 
the mother and child died and the operation lapsed until Gigli, 
of Florence, drew attention to its possibilities in 1894, when 
he published a saw which he had invented for the express pur- 
pose of dividing the pubic arch. Gigli performed his first opera- 
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tion in 1902, Bernardi having previously acted upon his sugges- 
tion in 1897. 

Pubiotomy is obviously a less dangerous operation than sym- 
physiotomy, but in spite of a boom in 1904, it has never become 
popular, and clearly has a restricted field of usefulness. 


VERSION. 

Enough has been said about the history of version, but, for 
the sake of completeness, one may add that external version 
was recommended by Wiegand in 1807, although it had been 
previously used by Peachey in 1698 as a means of inducing 
labour: and the name of Braxton Hicks will not be forgotten 
in connexion with the technique of bi-polar version. 

Version is an excellent way out of a difficulty, but like every 
other method is open to abuse, and the methods of Irving W. 
Potter would not, I am sure, have commended themselves to 
Mauriceau or Smellie. 

Version is, however, a sheet-anchor to the single-handed 
and isolated obstetrician, for it does not require any apparatus 
beyond a pair of clean and skilful hands, and the operation 
can be performed as easily in a cottage or a castle. Carried out 
at the right time and in the right way, version is the simplest 
and safest way out of a mechanical difficulty, but it is only 
right to add that the ill-judged and untimely employment of 
version is one of the most dangerous manoeuvres in midwifery. 


CAESAREAN SECTION. 

The word Caesarean is probably derived from the verb 
caedere—to cut. There can be no doubt that the survivors of 
Caesarean operations performed in ancient and medieval times 
were generally the children and but rarely the mothers; 
“children cut from their mothers’? were born with the title or 
style of Caesones, and this name was later applied to the opera- 
tion itself. 

Although most of these early operations were performed 
post-mortem, there is some evidence to suggest that the opera- 
tion was occasionally carried out upon the living subject. The 
Talmud, for example, compiled between A.D. 100-500, directs 
that women delivered by Caesarean section are not to be sub- 
jected to the same method of purification as those delivered by 
the natural passages. 

The mortality associated with these early operations must 
have been enormous, and between the time of Nufer’s historic 
operation upon his wife in 1500 and the middle of the nine- 
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teenth century, Caesarean section left a grisly trail behind it. 
Kayser in 1844 found the mortality in Copenhagen to be 62 per 
cent, but even this terrible figure compared favourably with 
that of Paris, where Tarnier during the previous 50 years was 
unable to discover the record of a single successful case: and in 
Vienna Spaeth found a similar state of affairs. No wonder this 
procedure was looked upon with disfavour and even abhor- 
rence, until the discoveries of Simpson, Pasteur and Lister ren- 
dered abdominal section painless and practicable. Finally, the 
antiseptic technique in conjunction with the modifications intro- 
duced by Porro and Sanger established the safety of the 
Caesarean method of delivery, a safety that is likely to be 
increased still further by the recent revival of the lower segment 
operation. 
CRANIOTOMY. 

Mutilating operations have already been fully described, and 
the sharp hooks which formerly held the field (and the foetus) 
have now been displaced by various kinds of craniotomy 
forceps. 

I cannot help referring to what I call the ‘‘Briggs method’’ 
by which the head is delivered by traction upon a ring of Spencer 
Wells forceps applied to the scalp around the site of the perfora- 
tion. Six or eight pairs of these forceps provide ample traction 
for all but the most difficult cases; I have personally used this 
method with success on many occasions and wish to acknow- 
ledge my indebtedness to Professor Henry Briggs for bringing 
this technique to my notice. 

Craniotomy is always an admission of defeat, but in the 
hands of an experienced obstetrician and carried out at the right 
time, it is rarely a difficult procedure. The published results are 
far worse than they ought to be be, and the mortality is far too 
high. Unhappily craniotomy is only too often resorted to when 
the presence of shock, injury, or impending death renders even 
a skilful craniotomy dangerous and any other form of active 
treatment impossible. 


INDUCTION OF LABOUR. 

This method was used by both Smellie and Denman, the 
latter in 1793 reporting 23 cases of the induction of premature 
labour for contracted pelvis, but it was also known to the 
ancients and is mentioned by Soranus of Ephesus. 

Rupturing the membranes, the original method, was dis- 
placed later by such mechanical devices as bougies and dilators, 
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and now the latter in turn are being threatened by medicinal 
methods, but so far, without complete success. The discovery 
of a reliable and innocuous method of using drugs, or hormones, 
for this purpose will constitute a real advance in the method 
of treating disproportion by affording an opportunity for a trial of 
labour under ideal conditions, i.e. a small baby and uninfected 
maternal passages. 


TABULATION OF RESULTS. 


And finally, as a commentary upon the results of our modern 
methods, I should like to show you my tables which are founded 
upon the published annual reports of 11 British maternity hos- 
pitals. These tables draw attention to two important generali- 
zations : 


1. The highmortality attending the treatment of the mechani- 
cal obstacles to delivery even under the best conditions. 


2. The dangerous increment to maternal mortality that 
accrues from repeated and futile attempts at delivery. 


The importance of these principles has been emphasized 
recently by Miller, Stacey, and Dobbin Crawford in regard to 
the result of failure to deliver with the forceps, but I wish to 
emphasize the fact that this failure is merely one of a much 
larger group of cases in which delivery is not achieved at the 
first attempt. I do not wish to dwell upon this point, but will 
let my tables speak for themselves. 


Cases in which an attempt to deliver with the forceps failed. 


Maternal Per- Foetal Per- 
Total deaths centage deaths centage 


Miller, Stacey and : 
Dobbin Crawford 775 go 11.6 480 62 


Method of delivery 


Spontaneous 
Forceps 
Craniotomy ... : 
Caesarean section ... 
Version 
Died undelivered ... 


527 


de 
eee eee 129 
eee eee 222 =f 
eee eee 36 
6 


9lg‘gor 


996 C10‘z 69£ ‘Cr 
gbz o6+ bob‘Z 
266‘oz 
glz 
gbz Lib‘z 
ofz‘Cr 
gtz 
6gf‘z €Q6‘11 
Z96 Obi 
£6g glee LVE‘6 
66z fgz‘g 


uonses uOIsIaA WOTONpuy uononiysqo sjuatzed jeyidsoyy 


*z€61 02 €z61 
moal ysiziag ay, ur spojzidsoy uanaja 0} sasvo LL¥‘g1 fo Jo spoyjzam ay} fo 


Nn 
< 
Z 
~ 
e) 


: 
| 
N 
-| 
| 
| 
| 
| 
| 
| 
° 
| 
| 
| 
ee | | 
| 
| | 
| | 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| | 
| { 
% | 
. . . . . . . . . . | 
| | 
| 


ANCIENT AND MODERN 


Total admissions, 108,876. Obstructed labour cases, 16,477. 


Maternal mortality 
First First 
attempt Failed attempt Failed 
Method of Total No. deliv- at first deliv- at first Foetal 
delivery of cases eries attempt  eries attempt mortality 


Induction. ... 4,365 4,123 242 34 6 415 
Version ... ... 1,396 1,339 57 30 18 611 
Forceps .... ... 55475 4,829 646 68 63 1,288 
Craniotomy ... 1, 613 500 57 76 3,333 
C. section ... 4,128 3,418 710 162 51 262 


Fotals 165477 14,322 2,155 351 214 3,689 


Total Mortality .. 3-4 per cent in 16,477 cases 
First attempt deliveries ee ... 2.4 per cent in 14,322 cases 
Failure of delivery at first attempt .. 9.9 percent in 2,155 cases 


ene table of 16,477 cases treated in hospital. 


Failure of 
Method of Total No. First attempt delivery at 
delivery of cases deliveries first attempt 


Induction... ... 4,365 4,123 242 
Mortality .... 0.g1 per cent 0.89 per cent 2.5 per cent 


Forceps 4,829 646 
Mortality ... ... 2.4 per cent 1.4 per cent 9.7 r cent 


Version 1,339 57 
Mortality 3044 per cent 2.24 per cent 31.5 cent 
Caesarean section ... 4,128 3,418 710 
Mortality “per cent 4-4 per cent cent 


Craniotomy ... 1,113 613 500 
Mortality)... «11.9 per cent per cent 15.2 per cent 


Total of cases... . 165077 3-4 per cent 
Failure of delivery at Srnt attempt: 214 

patients died ...__... se 2,155 9.9 per cent 
Delivery at first attempt; 351 2 patleniie died . 14,322 2.4 per cent 


In common with every member of this society, I deplore 
that fraction of the maternal mortality which is avoidable, but 
I do not think there is any cause for alarm or dismay. Dudfield 
has shown that the seventeenth century was associated with a 
mortality four or five times as great as our own, and although 
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the present figures are rightly a matter for concern, we should 
not let ourselves overestimate their significance. 

There is a tendency to forget that maternal mortality —and 
even the avoidable portion of it—is produced by many factors 
which are beyond the immediate control of the obstetrician, and 
I am sure that the profession as a whole, and still more the 
general public, do not appreciate the complexity of the prob- 
lems of prognosis and treatment. For the purpose of instructing 
my class in this matter, I have drawn up a table which illus- 
trates these points, and I now venture to show it. 


TABLE ILLUSTRATING THE DIFFICULTIES OF TREATMENT 
AND PROGNOSIS. 

Obstetric treatment is dependent upon many factors, some of 
which are beyond the control of the obstetrician. 

The environment of the patient and her obstetric condition 
when she first comes under observation are of paramount im- 
portance, and in many cases these two factors determine the 
treatment and prognosis. 

This dual influence is indicated in the following table in which 
an attempt has been made to represent the gravity of the 
maternal prognosis in numerical form. 


Pregnancy Early labour Late labour 


Poor environment ... ... + 4 8 
2 


Fair environment ... 4 
Good environment ... 2 


Environment is a comprehensive term compounded of: 


The disease itself and its duration... .... Ectopic 
- Natural resistance of the patient... .... Sepsis 
Skill of the obstetrician... Version 
Surgical facilities. Caesarean section 
Clinical condition of the patient ....... extremis 
Prognosis may be expressed in the form of an anagram: 
O=Obstetrician’s skill. 
U=Unknown resistance of the patient. 
T=Treatment. 
L=Lack or provision of facilities. 
O=Obstetric state of the patient. 
O=Organic disease. 
K=Clinical condition of the patient. 
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In bringing these matters to your notice, I should like to 
make it plain that I am not one of those who lament the passing 
of the so-called good old days and decry the present, but I 
am sure that in this mechanistic age we are in danger of losing 
our belief in the value of purely clinical methods and our appre- 
ciation of individual effort and resource in times of crisis. These 
qualities were characteristic of the best work of the great clini- 
cians of the past, and we ought to resist any tendency there may 
be to underrate their worth in these modern days: I am afraid 
that the standard of purely obstetrical as distinct from surgical 
skill and knowledge has declined, and that we have forgotten 
a great deal that was formerly known about the delivery of 
the foetus through the natural passages of the mother. 

This declension is due to various causes. The multiplication 
of agents and agencies concerned with the supervision of preg- 
nancy and the conduct of labour—midwives, clinics, antenatal 
officers, private practitioners and consultants, and the lack of 
liaison between them, have reduced the sense of personal respon- 
sibility. 

So much emphasis has been laid upon the value of antenatal 
work that the assumption has been made that good prophylaxis 
is sufficient to eliminate the necessity for the provision of skilled 
assistance during labour. There is also a regrettable tendency 
to resort to operation for the relief of each and every compli- 
cation of labour and the temptation to employ surgical rather 
than obstetrical methods is increased by the comparative sim- 
plicity of the Caesarean operation. The high percentage of 
abnormal deliveries in hospital, the constant resort to interfer- 
ence, and the correspondingly limited opportunities afforded to 
students of observing natural deliveries, all combine to obscure 
the fact that nature is the best obstetrician. It is not recognized 
with sufficient certainty that unnecessary surgical interference 
always increases the maternal risk; and although this increased 
risk is indubitably less than that of unaided delivery in cases 
of insuperable obstruction, it may well be much greater than 
that associated with simple obstetric methods of overcoming a 
minor osbtacle. 


Lack of knowledge as to the need for interference and want 
of judgment in regard to the correct time for its application, are 
chiefly responsible for that type of case in which an attempt 
to deliver with the forceps has failed and for other occasions 
in which the first attempt at delivery proves futile, and such 


531 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


cases contribute largely to the fraction of the maternal mortality 
which is avoidable. 

It is our duty to reduce the number of this type of case by 
every means in our power, and not least by studying the methods 
of our illustrious predecessors and by striving to emulate their 
knowledge of the resources of nature and their skill and dex- 
terity in overcoming difficulties. 

I began with a text from Scripture: 1 will conclude by asking 
you to meditate upon the following well-known words of the 
great Smellie : 


We find among the Ancients several valuable jewels buried under- 
neath the rubbish of ignorance and superstition, because the assistance 
of men was seldom solicited in cases of midwifery until the last extremity : 
and those disadvantages being considered, we ought to be surprised at 
finding so many excellent observations in the course of their practice : 
and be ashamed of ourselves for the little improvement we have made in 
so many centuries notwithstanding our opportunities and the advantages 
we have had from their experience. 


The figures are taken from ‘‘Obstetric Forceps’’, by Keder- 
nath Das, by the kind permission of the author. 

I wish to acknowledge the help I have derived from reading 
this monumental work, and to express my sincere appreciation 


of the author’s kindness in allowing me to reproduce some of the 
illustrations. 
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Fic. 1. 


(a) Traction hook from Pompeii. 
(b) Sharp ring knife in the Naples 
Museum (?) for decapitation. 


Fic. 2. 


Double crotchet with chains used by 
the Ancients. 


FIG. 3. 


Pompeian forceps in the Naples 
Museum used for removing cranial 
bones. 
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Crotchets employed by the Arabian 
surgeons, after Albucasis. 


Fic. 5. 


(a4) Forceps for crushing and ex- 
tracting the foetus. 

(b) Impelleus. To push up the 

foetus in the womb (Albucasis). 

(c) Forma unica (Albucasis) with 
only one hook. 

(d) Another form with two hooks 

(Albucasis). 


Fic. 6. 


(a) The Almisdach of Albucasis 
with which he crushed and ex- 
tracted a large head. 

(b) Forfex Albucasis. With teeth 
to crush the child’s head. 

(c) Vertigo Albucasis. With which 
he opened the matrix. 

Embrytome of Albucasis foi 
perforating the foetal head. 
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Fic. 7. 
Forceps Longa et tersa of Rueff. 


Fic. 8. 


Crotchets employed by Ambroise 

Paré. On the right a small curved 

knife for perforating the presenting 
part. 


‘Fic. 9. 


Pes gryphii of Ambroise Paré used 
for the purpose of extracting the 
child’s head. 


\ 
\ 
\ 
\\ 
\ 
\ ¥ 
° 
if 
. 
\ 
\ 
\ 
| 
\ 
e 
f 
‘ 
ies 
s 
- | : 
\ | 
> 


Fic. 15. 


Dilators with two and_ three 
branches, employed in the time of 
Mauriceau. 


Fic. 16. 
Roonhuysen’s lever. 


Fic. 17. 


Chamberlen forceps. 
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Antenatal Care in the Netherlands.* 
BY 


Jou. G. SALomMonson, M.D. 


Head of the Outdoor Patients’ Department of the Obstetrical 
and Gynaecological University Clinics, Amsterdam 
(Director, Prof. Dr. A. H. M. D. van Rooy). 


In the Netherlands, owing to the use of asepsis and antisepsis, and 
an increased knowledge of the mechanism of labour and the diffi- 
culties pertaining thereto, the delivery itself affords less risk to the 
mother as well as to the child than it did one hundred years ago. 
Pregnancy, however natural essentially—for is it not a physio- 
logical condition ?—nevertheless led in many cases to the illness 
and death of the mother and child because of some abnormality 
until the correct views as to the treatment of such abnormalities 
had found their way here. 

Whereas England, long after Ballantyne’s first words of 
warning, had to wait for a generally perceptible improvement, 
here also it was very gradually that conditions were reached, 
which now give us some satisfaction, though we are not yet 
satisfied. 

On the part of the English authorities an attempt has often 
been made to draw comparisons between conditions in England 
and Wales on the one hand, and, in particular, Holland and the 
Scandinavian countries on the other. In this connexion I refer 
to the report of Dame Janet Campbell on Maternal Mortality of 
1924; to the report of the Special Committee of the British Medical 
Association on Puerperal Mortality and Morbidity of 1928; to 
Henry Jellett’s ‘‘Causes and Prevention of Maternal Mortality” 
of 1929, referring in particular to New Zealand, but also 
treating of England and Wales; and, lastly, to the Final Report 
of the Departmental Committee on Maternal Mortality and 
Morbidity, published by your Ministry of Health in 1932. 

Whoever has read this last very well-founded and really 
excellent report must admit, in regard to what has been written 
about Holland, that what is wo mentioned in this Report is not 
worth knowing. 

What is antenatal care, and what is the nearest approach to 

* Speech given on the occasion of a visit of the British Gynaecological 
Visiting Society to the Obstetrical and Gynaecological University Clinics, 
Amsterdam. 
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its ideal form? It is a fact that the conception of antenatal care 
was either unknown 60 or 70 years ago, or was identical with the 
rites of superstition. . 

Nowadays it is self-evident that we must look after the 
expectant mother and supervize her pregnancy, delivery, and 
those critical days of the lying-in period; at least if we are not 
content with what Nature and circumstances put before us 
haphazard. The science of statistics, which has been cultivated 
long and thoroughly in the Netherlands, has long since put us 
on our guard, and has shown us where improvement was 
necessary and possible. When Jellett on the first page of his 
book writes: ‘‘Originally it may be assumed that women 
delivered themselves of their children as do wild animals, and 
with as little danger to themselves...’ I find it difficult not to 
feel a little sceptical. There are not any statistics of the mortality 
and morbidity of wild animals in labour, and it is quite possible 
that primitive women were less exacting in the matter of life and 
death than those of to-day, and were satisfied with conditions 
that would make us shudder. 

Stratz, a Dutch obstetrician, in 1890 made an investigation 
on behalf of the Dutch Government into the problem of puerperal 
mortality in Solo, in the Dutch Indies where, in many respects, 
conditions prevailed such as we picture our primitive ancestors 
had to contend with. Stratz found the terrifying death-rate of 
2} per cent, i.e. about 10 times the relatively favourable figure 
for Holland, where, as in the other European countries, conditions 
of living are largely artificial. But we must not allow even this 
favourable figure, to which I shall presently refer, to be final. 
Even now between 500 and 600 women in Holland die every 
vear of illnesses due to pregnancy, delivery and puerperium, For 
the period of 1925-1929 we have the following figures : 


The Netherlands. 
(From the Final Report, etc., 1932.) 
Rate 


Year Population Live births Total (per 1000) 
1925... 7:416,418 178545 470 2.6 
19026... 177,493 510 2:5 
1927 ee ae 7,625,796 175,098 507 2.9 
TORO 179,028 601 3-3 


For the year 1932 the figures were: population, 8,122,482; live births, 
183,140; total maternal deaths, 539; maternal death-rate (per 1,000), 3.0. 
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Later on I shall have an opportunity to refer in greater detail 
to these deaths. 1 only wished to demonstrate by a single 
example, not even mentioning stillbirths, why our efforts to 
propagate the progress of antenatal care must not yet cease. 

In fact there seems to be no reason why any final stage in 
antenatal care should ever be attained. Present times show 
sufficiently that in these matters human initiative is unlimited. 
In Germany we see that a pre-conceptive-racial care has been 
worked out with a thoroughness eminently German. In Russia 
the children who have escaped prevention and provocated 
abortion and have managed, not without difficulty, to be born, 
do not even then appear to be very well off. Thus it is evident 
that not only must there be method in every madness, as you 
have taught us, but—as I see it—methods can be sheer madness 
and still be acceptable to the mass of the people; though, of 
course, they should not be. 

Fortunately in Holland, where our people are matter-of-fact, 
methodical, not sentimental, but very thorough and with a strong 
sense of duty, we restrict ourselves to measures which appeal to 
everybody by their common sense and can be accepted by all, 
irrespective of. their political convictions, religion or opinion, 
because they are beneficial to the welfare of the country. 

In the first place the woman who, after all, is the one we 
must appeal to if we desire a healthy child to be born, must 
understand her part. And not the woman only. The future father 
especially, as also the parents and relatives, who can use their 
influence in so many different ways, must be included in our 
efforts. We must convince them that we can obtain remarkable 
results by early control during pregnancy, exact measuring of 
the pelvis, regular examination of the urine, measuring the 
blood-pressure, and finally the provision of skilled obstetrical 
help, and of qualified nursing during the lying-in period. 

When we read the impressive speeches of Ballantyne, your 
pioneer in the cause of good midwifery and efficient antenatal 
care, we cannot understand that there should be one woman in 
England who does not immediately place herself under proper 
supervision the moment she is pregnant. And yet how slowly 
and with how much difficulty the idea of antenatal care has 
penetrated to the public mind, in your country as well as in ours. 

It is our experience that lectures and classes for university 
extension and wireless audiences, series of articles in newspapers 
and magazines for women, exhibitions at regular intervals— 
provided they repeat the same subjects, but under a new and 
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attractive form—are able to draw the attention of the public. 
But it takes a long time, and asks for tenacious perseverance. 

It is precisely in order to promote this mental attitude of the 
public that we endeavour to appeal not only to the women, but 
also to their surroundings. Not only are classes for mothers held 
in great numbers, but also classes for fathers, in which many 
particulars about pregnancy, child-birth and infancy are 
discussed, are becoming more and more usual throughout our 
country. For years university extension has been treating 
subjects relating to antenatal care for the benefit of a large mixed 
audience. Our exhibition ‘‘Mother and Child, 1932,’’ which was 
achieved after much labour, was, in Amsterdam, a city of about 
780,000 inhabitants, visited within a few weeks by nearly 
150,000 persons, who were brought from every part of the 
country in motor-cars and by train. 

At our schools of domestic science young women are taught 
many particulars relating to this subject, which will be of use to 
them later on. When they marry they are given a pamphlet at 
the Town Hall of Amsterdam, in which it is pointed out to them 
what an important duty they will be called upon to fulfil as 
mothers, and in which they are given useful points as regards 
what to do when they expect an increase of family. 

But when, at last, this mental attitude has been reached, there 
must be the opportunity for this newly-acquired knowledge to be 
put into practice, and so the authorities and private enterprise 
must make it possible for every woman, in any part of the 
country, however poor and helpless she may be, to obtain advice 
and assistance, and, when the moment arrives, obstetrical help 
and good nursing. 

All in all, the education of the public mind is just as 
indispenable as an extensive and adequate equipment throughout 
the country. But however many obstetrical clinics with out- 
patient departments and consulting offices for expectant mothers 
and infants there may already be in the country or still about 
to be established, they alone can never suffice. 

Likewise there must be an army of such workers as can be 
considered to be, each in his particular way, perfectly suited to 
his task, and who are available to be of assistance in the different 
phases of pregnancy and delivery. 

And, finally, in case of need, this assistance must be attainable 
for everybody, irrespective of financial and other circumstances of 
the patient. There must always be a possibility of reaching a 
smaller or larger city, with hospital accommodation and obstetrical 


536 


“Se 
ii 


ANTENATAL CARE IN THE NETHERLANDS 


specialists. In short, if the actual, rational antenatal care, which 
we all of us see before us in some ideal form, is ever to be realized ; 
a complicated system of official, semi-official and private co- 
operation must be ready to be in working order at any time and 
in any place. 

Now let us begin at the end, a thing which every self-respecting 
reader of fiction sometimes allows himself. What are the results, 
which, in course of time, have been reached in this country? The 
term antenatal care must not be too strictly confined. The 


Jwrant MORTALITY in THE FIRST YEAR 


Per 100 LIVE _BIRTHS 
t880, in 1930, 


INFANT MORTALITY 


SINCE ISSO 


CENTRAL DEPARTMENT 
OF Pon THE NCTHERLARDS 


Fic. 1. 


beneficial results of antenatal care are evident until long after 
birth. In judging results this must be taken into account. Fore- 
sight in creating the best possible environment for confinement 
and lying-in period is likewise a safeguarding of the unborn 
child and, therefore, is also antenatal care. For, the greater 
part of the deaths among the live births—which are, statistically, 
generally grouped together as “‘infantile mortality during the first 
year’’—take place immediately after birth, on the first day, and, 
in decreasing frequency, on the following days of the first week, 
in the second week, and so on, in such wise that the first month, 
of all the months of the first year, shows the greatest mortality. 
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But let me give some examples in relation thereto, in simple 
figures and, so far as possible, also in the more popular fashion 
which we adopted at the exhibition. I was able to collect the 
statistical material in collaboration with Dr. van Brink, of the 
Municipal Statistical Department of Amsterdam. 

In the first place, in this big line, the decrease of ‘‘infant 
mortality in the first year,’’ from 1880 until 1930 per 100 live 


However SuFANT MorTarity Has DECREASED 
iT is HIGHEST During THe 
Fiast montus or hire! 


CAUSES: 

THE POWER, OF 
isTANCE OF Te 
NEWBORN Lowest” 

oF 
THE PREMATUREL 

BoRN CHILD) 


IMPROVEMENT 
ONLY POSSIBLE 


ANTE NATAL CARE 


Qoauified NURSING 
or THE NEWBORN 
Breast Fee ving! 
Even THen iT 
POSSIBLE ONLY FOR 

A SHORT TIME, 


DETARME 
StavisTies FOR The NETHERLANDS 


Fic. 2. 


births was: In 1880, 20 per 100 died in the first year; in 1930, 
only 5 per 100 died in the first year. (Fig. 1.) 

A moment ago I gave a theoretical argument for the opinion 
that this improvement was due, mostly, to a more efficient ante- 
natal care, taken in the most extensive sense of the word. 
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Fig. 2 shows you that statistics corroborate this fact. 

Here will be seen that, however much infantile mortality has 
decreased, it is still highest during the first months of life! The 
black columns represent the state of things in 1880, the white 
ones that in 1930. 

The following table demonstrates that of this first critical 
month the first days and weeks are the most critical of all. 


AMSTERDAM THE NETHERLANDS 


Live births, 1932-33 (combined), Live births, 1932-33 (combined), 
24,400 349,812 


Infant mortality, 1932-33 


Infant mortality, 1932-33 


Within 1st day 207 

After 1 is 50 
2 days ... 33 

3 16 Within first week 

17 

11 

14 


week 
weeks 
weeks to 1 
month 


Within first month 


The next 11 months The next 11 months ... 7941 
together 375 

One year «.... ... 801 one year... “35,754 


Conclusion: Forty-four per cent of the whole infantile mortality during 
the first year occurs in the first week; more than 50 per cent in the first two 
weeks ! 


It gives the figures—placed side by side, for Amsterdam and 
for the Netherlands—of infantile mortality for the years 1932 and 
1933, put together, and worked out in detail for the various 
periods of the first month. 

This proves, without a doubt, that infantile mortality is 
highest during the first days of life, at the time when antenatal 
care bears its best fruits. 

And this also confirms my assertion that if we do not 
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deliberately extend our conception of antenatal care, i.e. the care 
of the mother and consequently of the child before birth, at least 
until two weeks after birth, our trouble, for the greater part, will 
have been in vain. 

Later, when discussing the means we have at our service in 


BBiRTH mDEATH 


SN $930 SOO CHILDREN WERE DAiLy 
; Born in THE NETHERLANDS, 
OF THEeSe SOo, 
25 


Cevary Cu BE 
ONE CHILD) 


in our endeavours to save as many lives as possible, I shall 
specially refer to this point again. Another conclusion, which T 
have not indicated, but which is a source of some pride to us, 
citizens of Amsterdam, is the fact that the figure of infantile 
mortality for Amsterdam is lower than that for the country. 
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Figures such as I show can also make a great impression on 
a superficially-minded and not very expert public, provided they 
are presented in a comprehensible form. Fig. 3 gives an example 
of this. 


Birth and Death. In 1930, 500 children were daily born in 
the Netherlands. Of these 500, 25 died daily. These 25 (every 
cube representing a child) are removed by the international figure 
seen in the illustration. If the same circumstances still prevailed 
as 50 years ago, 95 per day would be removed ! 

The fact that infantile mortality in our country can compare 
favourably with that of other countries will be clear from the 
following statistics, which speak for themselves. 


Infantile mortality 
(per 100) within 
one year Country 


21.0 Soviet Russia 
Italy 
Spain 
Bavaria 
Austria 
Belgium 
Prussia 
Scotland 
France 
(4.5: 1932-39) Netherlands 
Switzerland 
Australia 
New Zealand 


(Prof. Methorst, Central Department of Statistics for The Netherlands.) 


It will be seen that the British Dominions, Australia and New 
Zealand, take the palm. 

I have already drawn attention to the fact that in 
Amsterdam the infantile mortality in the first year is considerably 
less than in the country as a whole. This also we have tried to 
represent in a comprehensible manner : 
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_SNFANT IVETHERLANES | 


PEL WERE BROUGHT DOWN To THELEVEL 


PEWER 
INFANTS. WOULD Die /N 
OUR COUNTRY, 


Fic. 4. 


The text is as follows: If infantile mortality in the Nether- 
lands were brought down to the level of Amsterdam, every 
year 3,000 fewer infants would die in our country. The 
mere fact that in a large city with the hygienic drawbacks per- 
taining to it-—at least that is the way the inexpert general public 
looks upon a large city of about 780,000 inhabitants—that 
in such a city infantile mortality is less than in the so-called 
“‘healthy’’ country, is likewise a most important lesson, taught 
us by statistics. Although formerly it was the reverse, and the 
large cities were regarded as hotbeds of iniquity, particularly in 
regard to newly-born infants, in our day the country has dropped 
behind the cities, although it must be said that in the country also 
the benefits of our improved knowledge have largely penetrated. 
Of this Fig. 5 is a telling example. 

The subject once again is ‘‘Infantile Mortality per 100 Live 
Birth.’’ Formerly (in the period of 1880—1884) infantile mor- 
tality in the large cities was greater than in the country. 
Nowadays (in 1930), the figures for the cities are more favourable 
than for the country. 

It is a curious example of the success obtained by the large 
cities in prolonging the lifetime of the infant. Naturally the 
average lifetime of the infant is a purely statistical, unreal concep- 
tion, but it is remarkable to see the results of the last 60 years of 
child welfare demonstrated by it. (Fig. 6.) 
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It appears in a striking prolongation of the road from the 
cradle to the grave. (The prolongation is from 40 to 60 years.) 
It is a good thing, perhaps, that the infants are not aware of it, 
because, in these difficult times, they might protest against it. 

A short while ago I stated that I was going to begin at the 
end, but now it is really time, continuing in the same retrograde 
manner, to turn to the mothers and children, such as they appear 
in statistics, at the time of child-birth or during the lying-in period. 

I have already drawn attention to the fact that in 1932 
539 women died of illnesses due to pregnancy, parturition and 
childbed, i.e. 3 per 1,000 in connexion with the number of live 
births. The figure for deaths over a number of years, varying 
from 2.6 to 3.3 per 1,000, is likewise known. 

One fact, however, which only became known in 1933, thanks 
to the researches of Dr. Terburgh, at that time at the head of the 
Sanitary Inspection for the Netherlands, must be new to my 
readers. When we look at the detailed schedule of mortality in 
1932, due to illnesses of pregnancy, parturition and childbed, we 
see that deaths, due to sepsis, are as follows (for abortion as well 
as childbed) : 


Maternal Mortality in The Netherlands, 1932. 


(Statistics of mortality from Central Department of Statistics for The 
Netherlands.) 


Diseases of pregnancy, childbirth, puerperium Number of deaths 
Abortion + sepsis 
» (excluding sepsis; including haemorrhage) 
Ectopic gestation 
Other accidents of pregnancy (excluding haemor- 
rhage) 
Haemorrhage : placenta praevia 
’» + other (during or after childbirth) 
Albuminuria—convulsions 
Other toxaemia ... 
Phelgmasia alba dolens 
Embolism—sudden death ... 
Other accidents of childbirth 
», diseases sid indefinite character) 


Conclusion; Of 539 deaths, 162 due to sepsis, or 30 per cent! 
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Of. 539 lying-in women who died, 162 died of septic diseases, 
i.e. 30 per cent. Thus we see that puerperal fever is still an 
important factor of death. 


(From the Central Department of Statistics for The Netherlands.) 
Deaths due to other 
Puerperal accidents of pregnancy 
‘Year sepsis and the puerperium Total 


322 


317 470 
235 359 594 


If we look at this more closely we see that from 1922 to 1930 
a continuous and not unimportant increase is apparent. 

This increase aroused some disquiet in our country. Statistical 
investigation of deaths due to pyaemia and septicaemia for men 
and women (puerperal fever, of course, excluded), unexpectedly 
brought the explanation. 


(From the Central Department of Statistics for The Netherlands.) 


Septic diseases plus 
Septic diseases Puerperal —_ puerperal sepsis 
Year Men Women sepsis Total—Women 


224 132 356 
187 169 356 
179 235 414 


20% 129 207 316 


“Conclusion : In the total figures column, no change of any importance! 
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The number of deaths due to septic diseases for women had 
decreased in the same proportion as puerperal fever had increased, 
to such an extent that the sum total of both shows a remarkably 
stable figure. 

This shows in the first place what sensitive and willing 
instruments statistics are. For, undoubtedly, Dr. Terburgh’s 
explanation is correct that owing to the more conscientious 
drawing up of the death certificate by the general practitioners 
in these last years, those cases of puerperal fever that formerly 
were erroneously ranged under the head of ‘‘septic diseases’ have 
now found their proper place. But it likewise shows that in this 
country puerperal fever has not decreased during these last years. 


(From the Final Report, etc., 1932.) 
England 
and 
1930 Wales Netherlands Denmark Sweden 

“Maternal death-rate per 
1,000 live births... ... 4-4 333 3.8 3.0 
Population 39,806,000 7,952,634 3,542,000 6,130,826 
” per sq. mile ... 685 627 237 35 
Per cent living in towns ... 79-3 75-5 43-0 31.0 
Live births. ..... 648,811 182,310 66,303 94,200 
Infant mortality per 1,000 60 51 79 53 


Although death in childbed, compared with other countries, does 
not cut a poor figure, yet we feel that in these matters cessation 
of progress means retrogression. 

Likewise, in regard to stillbirth, little improvement is to be 
perceived. Although, taken over a number of years, a general, 
constant, steady decrease has taken place, we are not far wrong 
in declaring that after 1919 there has not been any change worth 
mentioning. (Table, p. 547.) 

The improvement after 1923 is only an apparent one, due to 
the fact that after this year only the stillbirths were discounted 
in this figure, and not the live infants who, having lived a short 
time, died before notice of birth was given as that of a dead 
child. It is a cause of some anxiety that all our efforts for 
antenatal care were unable to change this figure in 15 years, 
though about 2,000 of 4,615 children who were stillborn in 1932, 
i.e. nearly half, died during labour. Lack of proper obstetrical 
help cannot have been the cause of this. Only 15 children were 
stillborn without any obstetrical help. It is even more difficult to 
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The Netherlands. 
(From the Central Department of Statistics for The Netherlands.) 


Period Stillbirth per 1oo 


1840-1849 
1850-1859 
1860-1869 
1870-1879 
1880-1889 
1890-1899 
1900-1909 
1910-1919 
1920-1923 
1924-1928 
1929 
1930 


Out of 183,140 births in 1932, 4,615 children were stillborn. This is 
2.5 per 100—the normal figure. Of these 4,615 children 1,998 died during 
childbirth and 2,617 died during pregnancy. 


understand the significance of those cases of stillbirth due to 
death during pregnancy. Naturally there are causes of death of 
the child which even the most perfect antenatal care cannot 
prevent, such as malformation, and that continually returning, 
irritating and elusive item of so-called indefinite causes. But 
most causes, such as syphilis, chronic infections of a different 
nature, toxaemias of pregnancy, malpresentations, prolapse of 
the umbilical cord, difficulties in the last phase of labour, faulty 
implantation of the placenta, and, lastly, excessive professional 
exertion of the expectant mother—a rarely encountered evil in 
this country, as the figures for professional labour for women are 
lower here than in most European countries—undoubtedly belong 
to the sphere of efficient antenatal care, and should be capable of 
improvement. Provided our conception of antenatal care is not 
only such that it comprises careful supervision of the pregnant 
woman with regard to abnormalities of urine, blood-pressure, 
pelvis and chronic diseases of various kinds, but also includes 
the providing of the timely presence of skilled help for the patient, 
the timely and efficient transport of the patient to a hospital in 
cases of complication during labour, and qualified nursing during 
the lying-in period. 

Having given some figures of a general nature about the 
Netherlands, I will consider what facilities we have at our disposal 
to keep the place which we occupy in the statistical sequence of 
nations and how, if possible, to improve it. Likewise how, in 
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this complicated scheme of powers and means the parts are 
divided, and in how far we may ascribe the satisfactory results 
that have been reached in some respects to our conscious efforts. 

For we must realize that antenatal care is not a more or less 
perfect instrument, which, as it is, can be handled everywhere 
in the same way. We have to take into account a specific 
national character, a definite mental attitude of the population, 
which we can influence, but cannot actually change. We have 
to tackle a number of difficulties, the bearing of which is not 
always clear to us. Thus, it is often thought that illegitimate 
birth has a great influence on infantile mortality and stillbirth. It 
is a fact that the figures for stillbirth and death during the first 
year are higher for the illegitimate children than for the other 
ones. But illegitimate birth in this country is not very consider- 
able, and, moreover, it decreases regularly every year. 


ILLEGITIMATE JBIRTH NETHERLANDS 
TECREASES REGULARLY 


DLLEGITIMAT: BIRTHS PER 100 


Fic. 7. 


As Fig. 8 shows you, it does not influence at all the total 
figure. 

Illegitimate birth in Sweden, however, especially in Stock- 
holm, is exceedingly frequent; it has one of the highest figures 
of a great number of European cities. Munich, with 32 per cent 
of illegitimate births, has the highest percentage. Yet the Nether- 
lands as well as Sweden show the lowest infantile mortality. 
Likewise, to our great surprise, the stillbirths in Stockholm only 
amount to 2.7 per cent against 2.5 per cent over here. The 
sparse distribution of the population over the country also does 
not appear to be of any influence. Naturally there are more 
factors of which we cannot estimate the bearing. 
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However it may be, every population has a stamp of its own 
and we have to take this into account. For instance, it would 
not be correct to state that the antenatal-care-service as it exists 
here now is solely the work of our government, laboriously 
created at considerable expenditure, in the course of many years. 
Our country swarms with societies large and small, of a liberal or 
religious character, of every persuasion, which, widely spread all 
over the country, have created a sense of the importance of ante- 
natal care which has been of great value to the work of our authori- 
ties. The Green Cross, the White Cross, the White-and-Yellow 
Cross, the Red Cross, a great number of regional, provincial 
and national societies for unprotected women, unmarried mothers 
and their children, have for years been active in smoothing out 
the path for official antenatal care by means of a system of 
district nursing, maternity nursing, providing of trained help in 
the household when the mother has to go to hospital, by founding 
consulting offices for pregnant women and infants, by sending 
out midwives throughout the country, by organizing ingenious 
services of motor-car transport for women in labour, which, 
especially in the northern provinces, and with the aid of a 
practical telephone system, have attained a high degree of 
perfection. 

By the principal instruments of an efficient antenatal care, I 
mean the qualified specialist, the general practitioner, the mid- 
wife, the qualified maternity nurse, and our ‘‘kraamverzorgster’’ 
and ‘‘baker’’, two kinds of help, particularly trained for maternity 
nursing, certificated also, though not fully trained nurses, to which 
I shall draw attention later on—all these are, each in their own 
well-defined sphere of action, the product of governmental 
planning and supervision, and as such the expression of the 
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personal vision of the authorities. But other factors must not be 
regarded as an expression of conscious antenatal care, such as 
density of population, the distribution of this population over the 
country—75 per cent of the whole population live in towns—the 
short distances, the convenience of good flat roads being every- 
where and leading quickly to some hospital accommodation, and 
lastly the pre-existing physical and mental condition of a 
population which does not live, as some of the English people do, 
in enormous industrial areas, or in a city such as London, where 
two-fifths of the population are congregated. Another of these 
highly important factors is the question of alimentation. The 
food in Holland is exceedingly rich in vitamins, and for the 
greater part consists of cereals, milk, butter, and cheese, and an 
endless variety of green vegetables in every season. These are 
fortunate circumstances, to some of which we probably owe the 
infrequency of the more serious forms of rickets and contracted 
pelvis, which we gratefully accept, and which should stimulate 
us to do our utmost in those things, which do come within our 
sphere of influence. 

In other countries Holland is looked upon as the country 
where the greater part of the women entrust themselves, for their 
confinement, to the care of a midwife. It is quite true that 
statistics show that 15 or 20 years ago this reputation was not 
undeserved. For Amsterdam, as well as for the country, condi- 
tions have changed. 


Amsterdam, 1916-1933. 
(From the Statistics Department, Amsterdam.) 


Obstetrical help 1916 1933 


Doctor 3-453 5,288 


12,352 


Conclusion: (1) Decline in number of births. (2) Sharp decline in 
midwives’ cases. 


This proves it for Amsterdam. While a noteworthy decline 
in the number of births has taken place, this table shows 
you that the number of women who have been delivered with the 
aid of doctors has increased, in spite of this decline, while 
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the number of cases treated by midwives has decreased 
disproportionately. 

Undoubtedly the increasing tendency to go to hospital for the 
confinement is partially responsible for this transposition. If we 
divide the figures for 1933 once more according to confinements 
at home and in hospital, we see that in the case of confinement at 
home the midwife still plays a predominant part. 


Amsterdam, 1933. 
(From the Statistics Department, Amsterdam.) 


Obstetrical help 


Home 


Doctor _... 
Midwife ... 
Both ue 
Unaided ... 
Conclusion: (1) Midwife in Amsterdam for delivery at home still of great 
importance. (2) The rise in doctors’ cases due to increasing tendency to go 
to the hospital. 
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Furthermore, as was to be expected, the number of hospital 
cases for the doctors has greatly increased. The 562 hospital 
cases for midwives come from the Amsterdam Midwives’ Training 
School. 
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Fig. 9 demonstrates once more how greatly the number of 
confinements in hospitals has increased for Amsterdam. The 
increase for the period of 1916 to 1931 is from 14 per cent to 34 
per cent, and the same decrease of the total number of births and 
of the cases attended by midwives prevails throughout the 
country. The decrease of birth applies to every profession and 
to every religion, as shown in Fig. 10. 
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The fertility of marriage in different groups of religions is 
shown in Fig. 11. 


FERTILITY of MARRIAGE 
iN Different GROUPS or RELIGIONS 


REFORMED ROMAN CATHOLIC 


ie 


Bikth 


Fic. 11. 


552 


100 
= 
A\Y oP 
AN NES \ 
\ 

— 

RRINGES 
9 
X 
‘ 


ANTENATAL CARE IN THE NETHERLANDS 


I regret that I am only able to give an incomplete impression 
of the transposition of obstetrical help by doctors and midwives 
in the Netherlands, Amsterdam included. For 1917, 1921, 1922 
and 1924 the following figures and percentages were found 


The Netherlands. 
(From the Central Department of Statistics for The Netherlands.) 


Rates (%) 
Year Births Doctor Midwife D. M. 


179,880 68,536 106,716 38.1 59-3 
196,899 80, 100 112,899 40.7 57-4 
189,088 77,143 108,321 40.8 57-3 
187,859 82,915 102,462 44-1 54.6 


Although I cannot prove it, we may safely assume that the 
levelling of the percentage has not only taken place by now, 
but even that the percentage of doctors’ cases are in. the ascend- 
ancy. Then there is also the fact that the number of doctors 
has greatly increased. . The competition, I may say rivalry, 
especially in the country, is very keen, especially in these last 
years of crisis. However carefully, and in many respects 
excellently, the midwives in our country are trained, their 
competence is restricted and sharply defined by law, while 
training, at the three Midwifery Schools, which exist solely for 
that purpose, closely follows the demand. I admit that the 
contest is rather unequal. Last year one of these three schools, 
the one in Amsterdam, was discontinued as a governmental 
institution, for reasons of economy, but has been kept up as a 
midwifery school by the municipality (Fig. 12). 

The training, as well as the schools, up till now was entirely 
in the hands of the government, or under strict governmental 
supervision, the latter especially in the case of the partly private 
Roman Catholic midwifery school at Heerlen. The demands for 
training cannot possibly all be granted, not only because of the 
governmental restrictions, but also because the limited material 
must always suffice with a view to a serious training. Students 
and women who do not actually intend to settle down as midwives 
later on, but only wish to take a degree, cannot be admitted here. 
The future midwives are admitted only after a competitive 
examination, and must remain at the school for three years. 
Moreover, they are supposed to return at stated periods to 
attend refresher courses. At these schools and at some other 
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institutions the ‘‘kraamverzorgsters’’ also get their training. 
These latter have nothing to do with midwifery and they 
differ from the maternity nurses who are trained in this clinic 
in that they are not as these fully trained general nurses, 
who have also got their certificate for maternity nursing. The 
‘‘kraamverzorgsters’’ have only been given a special training 
to enable them to carry out the routine nursing of the mother in 
childbed, and the general care of the baby. But as they are 


URE ASSISTANCE Ano 
‘ADVICE purine 


MUNICIPAL 
Midwives 


certificated by the State they are looked upon as a very near 
approach to real maternity nurses. They do not in any way 
interfere with the work of the midwives, as they do nothing but 
nursing. After six months’ training at the Midwives’ School they 
must do outdoor district service, under supervision, for 18 
months. Then we still have the ‘‘baker.’’ Her training also is 
well defined, and is a little shorter again than that of the 
‘‘kraamverzorgster,’’ and her pretensions are in proportion. 

Thus it will be seen that the midwives are specially trained 
for antenatal care in the best sense of the word. They are 
capable of calling attention to the slightest irregularity during 
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pregnancy, delivery or lying-in period, and it is their bounden 
duty to do this and to call in medical assistance. Examination 
of the urine, the measuring of the blood-pressure, and later on, 
to determine the position of the child, and of malpresentation, if 
this should be the case, is her daily work and can be fully 
entrusted to her. 

At the first sign of any abnormality she will always have to 
consult the general practitioner. The latter, for his part, will call 
in the assistance of a specialist as soon as complications of any 
importance arise. During delivery also she is not allowed to do 
anything that does not belong to an absolutely normal confine- 
ment; she is neither entitled to have a patient taken to hospital on 
her own initiative, nor may she use any obstetrical instrument. 
Last year she was allowed a small extension of her activities: 
given certain conditions, she may inject pituitary extracts, and 
after delivery, when the after-birth has been expelled, if necessary 
ergot. During the lying-in period the midwife, in the same way 
as a doctor, does nothing but supervize the patient. The nursing, 
dressing and cleaning of the patient are not among her duties. 
The maternity nurse, to whatever group she may belong, is fully 
trained for this special work, and in this fashion we have the 
best guarantee for asepsis. 

I have already stated that nowadays among the better classes 
the general practitioner is more in demand for confinements, and, 
consequently, also responsible for antenatal care, while finally 
among the upper classes a specialist is consulted from the start, 
even in quite uncomplicated cases. 

It is equally true, however—and this must undoubtedly show 
up favourably in the figure for infantile and maternal mortality— 
that the general practitioner has a pronounced tendency to have 
his patient taken to hospital on the slightest occasion, or, if 
necessary, to entrust her to the care of the specialist. 

There can never be financial objections to a patient being 
taken to hospital. Provision is made by the State, the Province, 
and the Municipal authorities, in such a way that specialists’ help 
is available even to the poorest. In Amsterdam there are 17 
municipal midwives, in full-time service. 

A large number of small municipalities subsidize one or more 
midwives and doctors. Nevertheless, in 1931 our country still 
had 281 municipalities where there were not any doctors or 
midwives, because they could not make a living there. In those 
cases, however, there was always assistance to be had in the 
neighbourhood at short notice. The midwives, about 1,000 in 
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number, are largely spread all over the country; the government 
does not allow an unlimited addition to their number: it must be 
in accordance with the demand. 

In some parts of the country, particularly in the south, they 
often make a very good living. 


“aN AMSTERDAM Practicauy NO 


1S WITHOUT 


ABOUT. 
aN 


HELP! 


10.000.’ 


CALCULATED 
THR 


FIG. 13. 


It can be said that in Amsterdam practically no child is born 
without obstetrical help; calculated over the period 1926 to 1930, 
about I in 10,000. (Fig. 13.) 

At one of the hygiene exhibitions held in this city the midwives 
had very carefully arranged a stand which had the purpose to 
show a lying-in room in an ordinary working-class home as it 
should and as it should not be. On the wall of the properly- 
arranged lying-in room the committee, consisting chiefly of 
doctors, came upon a shield, on which was printed ‘‘A good 
midwife is better than a bad doctor.’’ The doctors of the com- 
mittee were somewhat taken aback by this statement, and had 
the shield removed. 

I am not so sure that the midwives were not right. The 
unprejudiced propagator of antenatal care and natal care must 
surely admit that the midwife, who does nothing but attend 
confinements, and who is not constantly in contact with diseases 
and infections of any kind, is really, for the uncomplicated cases, 
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the right woman in the right place. She is to be preferred to a 
doctor who might be in a hurry and thus bring unrest into the 


house, which in itself is already a great disadvantage to any 
obstetrician. 


ADN 
AGE 19-40 
MEDICAL 


SERVice. 
AND 
THEORETI ALSO 
COOKING WORK | 


FIG. 14. 


Fig. 14 has relation to the conditions for admission, training 
and future possibilities of ‘‘kraamverzorgster.”’ 

Fig. 15 deals in a similar way with the ‘‘baker.”’ 

She is not the kind of handywoman that would sleep in the 
same bed as the lying-in woman, but a properly trained help, 
albeit of an unpretentious kind. 


So we see that usually the general practitioner is the first to see 
complications of any kind. The training of the students at the 
university clinics consciously takes this into account. It is 
possible to give to a student, during the time he is studying, most 
of the knowledge he will ever need in his life, but it is impossible 
also to give him the skill that is wanted if he should take upon 


557 
D 


4 
TRAINING 
FUTURE 
Thain SENSE) OuTdoor 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


himself the treatment of some difficult case, which might arise in 
his practice. But if sound judgment is fostered, and this shows 
itself in the right management of the case, we have already 
obtained a great deal. Es 


Fic. 


At the various universities the obstetrical training of the 
students, at a definite phase of their studies, becomes a 
predominant factor. It begins in the fourth year, and is continued 
uninterruptedly for three years. A minimal number of person- 
ally attended cases, simple and complicated, usually 20 of the 
former and two of the latter, in the clinic or at the home of the 
patient, if necessary under supervision of older assistants, as is the 
custom in Utrecht, is dictated everywhere. This measure is 
rigidly enforced. 

The number of lectures and practical exercises in obstetrics is 
the same as for general surgery. At the obstetrical ambulatory 
service pregnant women of Amsterdam come for counsel, to be 
controlled regularly from the fourth month onward, later on in 
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pregnancy about weekly, until the moment they must be brought 
into the obstetrical ward, at least when there is a medical or social 
indication that makes this necessary. At the clinics here the 
control of pregnant women has become a routine measure, which 
must be considered to be of great educational value to the students 
as well as to the women. Cases of neglected malpresentation or 
failure to deliver with the forceps are very rarely brought into this 
clinic. Cases of convulsions among the women under control are 
practically unknown. 


Maternity University Clinics Ward of the Prematurely Born Children, 


Amsterdam. 
Period Death chance 
1902-1906... ~—««.. 8% of the prematurely born children 
brought into the clinic after delivery 
at home. 


57% of the prematurely born children 
born in the clinic. 
1922-1926... =... 32% after delivery at home. 
21%, when born in the clinic. 


The prematurely-born children also benefit by antenatal care. 
This is very plainly shown in the following schedule, which I 
have drawn up from material from our clinic. 

It will be seen what timely management of premature labour 
and transport at the right moment still mean to the premature 
child. 


I could indefinitely continue stressing the circumstances that 
have made antenatal care what it is now. But I only want to 
draw attention to one more fact. The enormous propagation of 
infant-welfare clinics throughout the country, and especially in 
our city of Amsterdam, has undoubtedly contributed to the 
development of antenatal care in Holland. 

The maternal instinct is strong all over the world when the 
welfare of the child is at stake. It is not surprising, therefore, 
that these clinics are enormously frequented, and attract more 
women every day. In 1930 there were 350 clinics in 250 
municipalities. (Fig. 16.) 

Per 100 live births in the Netherlands: 12 in 1926, 15 in 1927, 
20 in 1928, 22 in 1929, 26 in 1930, were under control of these 
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offices. For Amsterdam the figures are even more favourable. 
Per 100 live births in Amsterdam, 60 were under control! 
Seventy per cent of these registered infants came under contro} 
within five weeks after birth. Again 35 per cent of these remain 
under control during the whole of the first year. We call this the 


the PROPAGATION | OF 
CONSULTING OFFICES: 
FoR ONFANTS THROUGHOUT 
ite COUNTRY HAS HAD VERY 
1930. 
THERE WERE 
350 consutine- 
| OFFICES 


NETHERLANDS. 


“‘perseverance percentage’’ (Fig. 17), and it is increasing con- 
tinuously; for the figures for last year are still better: the 77 
per cent of the registered infants came under control within five 
weeks, and the perseverance-percentage was 40 per cent. 
The fact that mothers have begun to see that they can do 
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much to guarantee the life of their newborn child, for whom, of 
course, they would do anything, has also opened their eyes to the 
possibilities that are offered by antenatal care. It might be 
desirable to combine these infant welfare clinics with the ante- 
natal clinics. Here and there this has already been done. In 
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a town such as ours there is not so much need of it, but in the 
country it should offer real advantages. There may be a great 
future in store for it. 

However this may be, we must not rest content until the idea 
has penetrated everywhere, of the tremendous importance of 
antenatal care for the individual as well as for the community. 
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The Terms of Admission and the Training of Midwives at 
the Government Training College for Midwifery 
in Rotterdam. 


BY 


Dr. WESSELINK. 
Van der Geneesheer-Directeur van ’S Rijkskweekschool voor 
Vroedvrowen te Rotterdam. 


THERE are three schools in the Netherlands: one in Amsterdam, 
one in Heerlen, and one in Rotterdam. The school in Rotterdam 
is the only Government school. The training at these three 
schools is more or less uniformly arranged. The final examina- 
tions are held by the same Board, the requirements are the same, 
and the certificates give the same rights. The following refers to 
the Rotterdam school: 


TERMS OF ADMISSION. 

The pupils are all resident. Only in very special circum- 
stances are non-resident pupils admitted. 

To meet the costs of training, food, and laundry, an annual 
fee of f200 is charged, payable in four instalments of f50. The 
Minister for Social Affairs is empowered to grant entire or partial 
remission in special cases. 

Before admission a pupil must bind herself to accept appoint- 
ment for the space of two years following the date of obtaining 
her midwife’s certificate, as a municipal midwife in the town or 
towns, to be indicated by the Minister for Social Affairs. She is 
relieved from that obligation on payment of f600; in other 
words, should she not accept an appointment by the Minister she 
would forfeit f600. To this end a pupil is not admitted 
before she has provided, to the satisfaction of the Minister, two 
well-to-do sureties for this amount. 

Pupils are admitted to the training college on passing an 
entrance examination. Only those who have passed the final 
examination of an elementary school can enter for this examina- 
tion with a fair chance of success. On account of the large 
number of candidates, however, not every candidate who fulfils 
the requirements of the examination can be accepted. Conse- 
quently the examination is a competitive one and, therefore, the 
candidates are recommended to keep and extend what they have 
learned at school. A brief description of the requirements for 
the examination follows. 
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WRITTEN Part. 

Dutch. An essay on a simple subject, or the reproduction of 
the contents of a poem or piece of prose read to them. 

The use in sentences of common words and expressions to test 
if the candidate understands their meaning, or a similar exercise 
in language. 

Arithmetic. The detailed solution of a few arithmetical 
problems and simple exercises. 

Physics. Some questions about one or more simple subjects 
in physics and the detailed solution of very simple problems. 


ORAL Parr. 

Dutch, The reading of a piece of simple prose or poetry with 
a good pronunciation. The candidate must show her knowledge 
of the living language besides that of the most simple rules of 
declension and spelling, and be able to analyse simple sentences 
and very easy compound ones. 

Arithmetic. Some of the four chief rules of arithmetic and 
some practice in applying them to integers and fractions both on 
paper and mentally. Familiarity with the metric system, calcu- 
lation of the area of simple surfaces and of the contents of the 
simpler bodies. 

Physics. Knowledge of the most simple properties of solid 
bodies, liquids and gases, chiefly in connexion with their appli- 
cation in daily life. Some knowledge of the most simple 
phenomena of heat. Some elmentary knowledge of the best- 
known physical experiments. 

History. Some knowledge of the chief parts of national 
history. Some knowledge of the constitution of the State. 

Geography. Some knowledge of the geography of Holland 
and her colonies. Knowledge of the position of the chief 
countries of Europe and the other parts of the world. 

Before admission to this examination, the following docu- 
ments must be produced : 

_-(a) An extract from the register of births to show that the 
candidate is not less than 19 years old and has not yet reached 
the age of 26. To those above 26 but not older than 34, the 
Minister for Social Affairs may grant admission to the examina- 
tion if there are special reasons for this. 

(b) A medical certificate stating that the applicant has not 
any physical defect unsuitable to the occupation of midwife, and 
that she enjoys good health. The certificate must be given only 
after a special medical examination. 
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(c) A certificate of good moral conduct from the Burgomaster 
of the candidate’s birthplace, dated within a month before the 
day of her producing it. 

Candidates are usually called up in April. A notice is pub- 
lished in all the principal newspapers; the examinations are held 
in April or May by a Board, annually appointed by the Minister. 
The course begins at the beginning of September and closes at 
the end of August. 

The pupils come from the middle classes of the population. 
Most of them have received instruction at a primary school. But 
there are some—and their number is gradually growing—who 
come from higher schools. So we find among the candidates, 
every year of study, lady teachers and qualified nurses. 


THE NUMBER OF PUPILS. 

The number of pupils admitted is fixed in accordance 
with the number of midwives required. Every year, about 48 
midwives go out of practice; in the three schools together, annu- 
ally about 40 midwives obtain their certificate. For many years 
the number of practising midwives in the Netherlands has 
remained more or less constant, about goo. 


COURSES OF TRAINING. 

The teaching staff consists of : One medical director, one resi- 
dent assistant doctor, two non-resident assistant doctors, one 
doctor specialist for diseases of children, one head midwife, one 
head nurse and one assistant head nurse, one lady teacher, and 
one instructor of gymnastics. 

The training extends over three years. For qualified nurses 
of sufficient ability it is possible to obtain the certificate of a mid- 
wife within two years. 

The instruction received before admission varies; for many 
of the pupils admitted repetition and extension of the knowledge 
acquired at school is necessary. Therefore during: 

The first year of study the pupils receive, besides medical 
lessons, instruction in grammar; arithmetic, algebra and geom- 
etry. Physics: the principal knowledge regarding heat, sound, 
light; mechanics; molecular theories, osmosis, diffusion, solu- 
tion, melting and coagulation; evaporation. Chemistry: atoms, 
molecular formulae, combustion (oxidation), acids, bases, salts, 
sugars (carbohydrates). General developments: during these 
lessons general subjects are treated and Dutch books are read. 
All these lessons are given by a female teacher, who is attached 
to the Institution. 
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The medical branches. Besides the above-mentioned 
branches the pupils of the first year receive, according to an 
existing schedule, lessons in anatomy, physiology, histology, 
and bacteriology of the whole body; obstetrics—here anatomy, 
physiology, histology of the reproductive organs are dealt with 
more in detail. The instruction in obstetrics includes, for the 
first year, normal pregnancy, normal delivery and normal 
childbed. Pathology is dealt with in the second year. 

Medical instruction is given by doctors. During the medical 
instruction ample use is made of atlases, projections, anatomical 
preparations from the museum and of a manual for anatomy, 
physiology, histology, bacteriology, and obstetrics. The facul- 
tative study takes place in a classroom under supervision of the 
teacher. The teacher herself holds a certificate of the first mid- 
Wives’ examination; so one can be sure that she masters the 
matters to be repeated. 

The pupils of the first year do not work in the clinic or poly- 
clinic. They assist in the household (laying the table and washing 
dishes). At the end of the first year they are admitted to the clinic 
only for observation, but not to render assistance. Presuming they 
give evidence of sufficient capability they are promoted to the 
second year. A selection is made. Those who have not made 
sufficient progress in study will have to follow the first year’s 
instruction again. Those who cannot follow the instruction will 
be dismissed from school. 

The Second Year. So far as the theoretical lessons in the , 
medical branches are concerned the pupils of the second year 
attend the lessons of the first year. Further, they receive lessons 
in the pathology of pregnancy, delivery and childbed; phantom 
lessons; clinical lessons (in the presence of a patient). They 
receive practical lessons in the clinic and polyclinic. In the clinic 
they assist in the different departments: delivery room, operating 
room (where they also witness the gynaecological operations), 
incubator room, wards (women in childbed, normal cases, and 
women suffering from one or another ene: patients who have 
been operated upon). 

In the clinic more than 1000 deliveries occur annually. A 
large part of these deliveries consists of abnormal cases. I 
esteem this of great importance for instruction. It should not 
be esteemed of so much importance whether a pupil during her 
training witnesses, let us say, three or 30 Caesarean sections, 
extractions with the forceps, or versions; but every obstetrical 
operation is preceded by a pathological labour, and it is of the 
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utmost importance that the pupil should know how to diagnose 
abnormalities; this means that she should learn when she must 
call for a doctor’s assistance. 

In the polyclinic (held three times weekly) 75 pregnant women 
are admitted, on an average, daily. Here the pupil becomes very 
well acquainted with prenatal care: general complaints, examina- 
tion of urine, blood-pressure, oedema, determination of the posi- 
tion of the child, eventual correction of wrong positions, relation 
between the child’s head and the mother’s pelvis, examination of 
the pelvis, and so on. 

In the clinic she attends, during her first and second year, a 
great number of deliveries, all under the direction of doctors and 
of the head midwife. At the end of the second year an examina- 
tion is held at which she has to show whether she can be promoted 
to the third year. 

The Third Year. The pupils of the third year attend the 
lessons of the second year in pathology, the clinical lessons and 
the phantom lessons. Further, they receive lessons in the care 
of infants. They do practical work in the clinic and polyclinic. 
Always under supervision, more and more work can gradually be 
left to them. They assist at the consultation office for infants, which 
is connected with the Institution, and they also go out twice a 
week under the direction of the head nurse to visit the children at 
home, in order to become familiar with domestic situations. 

The final examination will be held 10 months after the first 
month of April. Till August the pupils remain attached to the 
school. Within this space of time (April to August) they can go 
working as substitutes for practising midwives all over the 
country. After this training the certified midwife goes into prac- 
tice. The practising midwife can during some weeks come to 
live at the School in order to refresh her knowledge. 

For the practising midwives of Rotterdam and surrounding 
districts a refresher course is held monthly. In Hoiland 
about 180,000 children are born annually. The larger half of 
this number of deliveries (i.e. about 90,000) are attended by mid- 
wives. There being in this country about 900 midwives, on an 
average, they annually attend 100 deliveries. Some of them 
attend 50, 40, 30; there are others who attend, doubtless too 
large a number, 300, and even more. 


COMPETENCIES AND Duties oF MIDWIVES. 
Midwives are authorized to advise and to render assistance, 
with regard to pregnancy, and to pregnant women during the 
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second half of pregnancy. On observing any deviation from the 
normal course, there are certain measures which they are entitled 
to take as prescribed by the proper authorities. In all other 
cases they are obliged to bring all deviations from the normal 
under the notice of a physician. 

Midwives are authorized to advise and render obstetrical 
assistance, comprising the use of catheters, in cases of normal 
childbirth. As soon as the midwife comes to the conclusion that 
the performance of artificial obstetrical manipulation is, or will 
be, required, she must see that the assistance of a doctor is called 
in. Incasea physician is not present when an artificial obstetrical 
manipulation, not requiring the employment of instruments, is 
required, and the midwife cannot wait for the doctor, she can 
herself proceed with this manipulation. 

As soon as the midwife realizes that the administration of any 
drug is or will be required in connexion with the labour she 
must send fora medical man. In case a doctor cannot be obtained 
the midwife will herself administer the medicament. A midwife 
is authorized to attend the woman during the lying-in period so 
long as her condition remains normal, otherwise she is obliged 
to call in a doctor’s assistance; she must furnish to the Medical 
Inspector any information required by the latter. She must 
keep a diary in respect to all their actions. 

Measures which a midwife may take when observing devia- 
tions from the normal in the course of pregnancy. (a) Correction 
of wrong positions in cases in which this can be done by external 
manipulations; (b) combating diseases in pregnancy according 
to the instructions and under the supervision of a physician. 

Cases in which a midwife may administer drugs. (a) Weak- 
ness of uterine contractions when the pelvis is of normal size, the 
membranes are ruptured, the head is engaged, the vertex present- 
ing and internal rotation is complete, all of which must have 
lasted for three hours, or in case the child should be in danger; 
(b) bleeding during the period of afterbirth; (c) bleeding after 
the birth of the placenta caused by insufficient contraction of the 
uterus (atonia uteri post-partum); (d) risk of death from collapse. 

Drugs which midwives may administer. In the cases men- 
tioned in the preceding section under (a) and (bd), preparations 
from the posterior lobe of the glandula pituitaria; in the cases 
mentioned under (c), besides the preparations stated for (a) and 
(b), ergot (secale cornutum); in the cases mentioned under (d), 
remedies for improving the action of the heart (camphor or caf- 
feine in ampullae). Intravenous injections may not be made. 
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The Regeneration of the Uterine Mucosa in connection 
with Myomata and Endometriosis.* 


BY 


Dr. DE SNoo. 
Professor of Obstetrics and Gynaecology, Utrecht University, 
Holland. 


In November 1931 a posthumous article by Williams appeared 
in the American Journal of Obstetrics and Gynecology, in 
which he demonstrates that the uterine mucosa, after confine- 
ment, heals in a manner quite different from what we thought. He 
demonstrated, in particular, that the new stroma that is formed 
in the beginning, especially at the placental site, is partially cast 
off, so that even such particles with glands in them, may be 
found loose in the cavity. By this Williams has clearly demon- 
strated that a great difference exists between the surgical healing 
of the wound and the healing of the uterine mucosa, a difference 
that is also evident from the fact that the uterine mucosa heals 
without the formation of scars; but Williams, in doing so, adhered 
to the general opinion that the new epithelium and the new glands 
originated from the remaining glands. Some research workers, 
as de Sinety and others, had already defended the opinion that 
the epithelium is formed from connective tissue cells, or, at any 
rate, from tissue cells, without, however, their having been able 
to modify current opinion."’ 

I will now make an attempt in that direction, and not only on 
the basis of histological research, but also in connexion with the 
origin of endometriosis, adenomyomata, etc., and with the 
development of the uterus and its ligaments as well in ontogeny 
as phylogeny. 

In view of the localization of the endometriosis I was for a 
considerable time of the opinion that the endometrioses were not 
formed from remnants of the Wolffian body as von Reckling- 
hausen supposed, nor from coelomic epithelium. It seemed to be 
equally impossible that all of them could arise from endometrium 
that was displaced retrogressively from the uterus by the Fallopian 
tubes, and was implanted on the peritoneum (Sampson) or by 
being drawn along the lymphatics (Halban). 

On the contrary it struck me that de Josselin de Jong and I 


* A lecture delivered before the Gynaecological Visiting Society of Great 
Britain, on its visit to Holland, at Utrecht, on 2nd May, 1934. 
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had found them only (1925),” in the region where in an early 
period of the life of the embryo the Miillerian ducts are formed 
and never outside of them, as we might expect when dealing with 
displaced endometrium. 

Fig. 1 shows the distribution of the endometrioses. They 
occur principally in the ovaries, as de Josselin de Jong and myself 
have found, and in the wall of the uterus with the septum recto- 
vaginale, but they develop also in the round ligaments, in the 
ligamentum latum, in the bladder, vagina, perineum, vulva, 
navel, scars of the abdomen, and, finally, in the appendix, in the 
colon and, in very rare cases, in the ileum. Accordingly I 
assumed that some of the mesenchyme cells, from which the 
uterus has developed, remained undifferentiated and that from 
these cells the endometrioses—hence the stromal cells and 
epithelial cells too—originated.* 

If this is correct, such undifferentiated mesenchymical cells 
must have remained practically in all women, for de Josselin de 
Jong and I found that endometrioses of the ovaries occur in more 
than 50 per cent,‘ and later Pels even found as many as 70 per 
cent, so that we shall have to accept the fact that the occurrence 
of suchlike undifferentiated cells is physiological. | Nowadays 
this is not entirely strange, for Robert Meyer and others have 
proved that hyperplasia of the uterine muscle cells occurs during 
pregnancy, and that the new muscle cells are not formed by 
division of the old ones, but from undifferentiated tissue cells, 
and this is not only the case in the muscle cells of the uterus 
itself, but also in those of the ligaments of the uterus. In the 
meantime there was still the objection that epithelium arose from 
mesenchyme cells, but this objection proved not to be insuperable, 
seeing that the uterine epithelium does not originate from ecto- 
blast or hypoblast, but from the mesoblast (Fig. 2). 

Fig. 2 shows the differentiation of the fertilized ovum into 
the trophoblast and embryonic disk, the latter of which differen- 
tiates itself into the external, internal and middle germ layers. 
While, even before the differentiation of the germ layers in the 
morula stage (Bovary) the primitive arch-sex cells had separated 
themselves—the process of reproduction existed, indeed, even at 
the very beginning of evolution, and the arch-sex cells are 
omnipotent—the uterus had originated from the mesoblast. 

The Miillerian ducts, indeed, originated when, in the case of 
the cyclostomata, the porus abdominalis closed and an outlet for 
the products of the genital glands, as well as the urinary apparatus 
from the coelomic cavity, was necessary. The only question 
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that remains then, is whether the Miillerian ducts arose by a 
bulging or introversion of the coelomic wall, so that the uterine 
epithelium was formed from coelomic epithelium and the wall of 
the uterus from the coelomic wall or whether the uterus, as a 
whole, has its own mother-cells. This question, which is of the 
greatest importance, both for physiology and pathology, I think 
I am able to answer in this way: that the whole uterus has 
originated from one sort of mother-cell and that on the ground of 
the structure of some adenomyomata. 

Here I will show you an adenomyoma that was born as a 
polypus in the vagina (Fig. 3). It is clearly defined, it shows some 
bloody spots in cross-section, and proves to consist of a large 
number of miniature uteri showing a well-developed endometrium 
(Fig. 4). These exhibit various stages of the menstrual cycle, 
some even menstruate. This adenomyoma must have originated 
from one or a few similar cells. These cells have proliferated, 
and have, in doing so, not only become differentiated into muscle- 
stroma and epithelium cells, but, in addition to this, these elements 
have arranged themselves as in a normal uterus. This is only 
possible when the mother-cell is capable of forming all those 
elements. The uterus, therefore, must have been formed from 
suchlike cells, too, cells which I have termed genitoblasts. Nor 
is this observation an isolated one. - 

A second example is the following tumour, which I should call 
an uterus accessorius. It comes from a woman who was operated 
on for a tumour on the right side of the uterus, and in which, dur- 
ing the operation, an intraligamentary myoma was found, which 
was removed with the appendages. I hasten to add, however, 
that there can be no question of a rudimentary horn of the uterus 
here. 

The cross-section (Fig. 5) proves that the tumour contained a 
cavity in the middle surrounded by uterine endometrium and a 
thick muscular wall, in which there were numerous clusters of 
cystogenous tissue with glands. So we are concerned here with 
an adenomyoma that may rightly be called an uterus accessorius. 
F. C. Holden* describes a similar tumour, which he takes to be 
a bulging of the Miillerian ducts, an opinion which, I think, is 
wrong. I may add here that, in the pedicle of my tumour, there 
was not a single indication of any connexion with the uterine 
cavity to be found. 

The muscle wall contained several fields of cytogenous tissue, 
in most of which glands were found. In one large field, far from 
all other glands, a single gland was found, formed by cells which 
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were not yet clearly defined from the tissue cells, without cuticula : 
a gland im statu nascendi (Fig. 6). So when there occur undif- 
ferentiated cells in the region of the generative tract capable of 
forming both muscle-stroma and epithelial cells, it is evident that 
sometimes this sort and sometimes that sort of tissue will pre- 
dominate and that, when the muscle cells are badly developed or 
not developed at all, only a multiplication of stroma and epithelium 
cells takes place, in other words endometrioses are formed. If 
epithelial cells only are formed, adenomata arise, if only muscle- 
cells, myomata, and so on. It is now also comprehensible that 
in myomata extensive fields of stroma cells may occur (Fig. 7), 
and that one often finds in one woman at the same time myomata 
‘and endometrioses or other combinations. Even the hypertrophia 
-mucosae is, partly at least, to be regarded as originating from 
the same cells. 

Seeing that the number of all these tumours is very large 
(myomata occur in about 20 per cent and endometrioses even in 
70 per cent, and so it is pretty certain they may occur in all 
women) it follows from this that it is not an exception that un- 
differentiated cells remain from the embryonic period, but that 
it is the rule. And when, therefore, as a rule, such undifferen- 
tiated cells are present in the uterus and its vicinity, it is clear 
whence the new muscle-cells, both those in the uterus and those 
in the ligaments come in pregnancy, and that, moreover, a new 
endometrium, together with the epithelium, is capable of being 
formed from these cells. 

When we make a study of the endometrium in the pregnant 
uterus great differences come to light—both individually and 
according to the duration of pregnancy. During the first few 
months of pregnancy it shows a good decidua, with a compacta 
and spongiosa. After the third month both the decidual cells 
and the glands begin to degenerate and the surface epithelium 
disappears, so that the capsularis can unite with the vera. This 
degeneration of the glands and the decidual cells increases with 
the duration of pregnancy, but goes further in some cases than 
in others. While there are cases where all the decidual cells 
and all the epithelium of the glands disappear, there are other 
cases in which the decidua spongiosa remains and the decidual 
cells are preserved. Yet even in this case most of the glands 
show a considerable degenerated epithelium and only a few of 
the glands are well preserved, deep down against or in the muscle 
wall, having a healthy appearance. Of these two extremes I 
will shortly show you an instance. In the Figures 8, 9, ro and 
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Ir we see cross-sections of the wall of a pregnant uterus of 32 
weeks in which all the decidual cells and all the glands have 
disappeared. The uterus is of a woman who died of eclampsism. 
The wall of the uterus has been examined in several places in 
a series of cross-sections at the placental site as well as beyond 
it, without one epithelium-cell being found, not even a degener- 
ated one. The endometrium, however, does not show any traces 
of decidual cells, for it consists of a necrotic mass in which a 
number of nuclei of various shapes and sizes are seen. In the 
direction of the muscle these nuclei increase in number and form 
in places a well-defined band along which the placenta separates 
when expelled. This band, then, we may regard as the line of 
demarcation. On the other hand, Figs. 12 and 13 show an 
instance of relatively slight degeneration. This uterus is of a 
woman who died of eclampsia in the thirty-fourth week of preg- 
nancy. There is still a well-defined compacta and spongiosa, but 
both the decidual cells and the epithelium of the glands are more 
or less degenerated; however, there are also still a few unchanged 
normal glands. 

It is obvious that in these cases the placenta easily separates 
in the spongiosa and that a few normal glands are preserved in 
places. 

During the last few years I have been in the position to 
examine 14 uteri from various months of pregnancy, and these 
are: Four from the fourth month, four between the fourth and 
the seventh. month, three between the seventh and the ninth 
month, and three at full time (thirty-eighth to fortieth week). In 
five cases not a single gland was found, in five cases only traces 
of degenerated glands, in one case there was an indication of a 
spongiosa, and in three cases there was a well-defined spongiosa 
with a few normal glands. 

On the whole, a parallel was found between the degeneration 
of the decidual cells and the glands. It was further observed 
that in the cases in which the glands had completely disappeared 
the border line between the muscle and the endometrium was 
straight and sharp, while in the cases with a well-preserved 
spongiosa that border line was irregular, and even the endo- 
metrium had penetrated fairly deeply into the muscle wall, so 
that we might even speak of a slight degree of endometriosis 
interna. It was just in these places where the normal glands 
preferred to be. The degeneration of the glands varied consider- 
ably. Now we find the nuclei changed into structureless oval 
bodies, now the cavity of the glands filled with isolated epithelial 
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cells. The latter is especially found in the early period of 
pregnancy and in the puerperium leading, when time allows, 
presumably to a disappearance of the glands. 

It need not be pointed out that all this has already repeatedly 
been seen and described, but as long as we did not know that 
undifferentiated cells, as a rule, occur in the uterus, capable of 
forming epithelium cells, it is evident that only from the absence 
of epithelium cells did one not dare to conclude that this new 
epithelium originated from tissue cells. It is even possible that 
the epithelium cells had simply changed beyond recognition. 

But now that we know that such undifferentiated cells, as a 
rule, do exist, and, moreover, it is an established fact that the 
uterus epithelium is neither ectoblast nor hypoblast but mesoblast 
—and therefore might better be generally termed mesothelium— 
this supposition proves to be untenable, the more so as the healing 
process in the puerperium itself, as far as I have been able to 
judge, offers no justification of this. However, we still have to 
confirm whether it is possible to show that in puerperal uteri the 
new epithelium is indeed formed out of tissue cells. If this 
proves to be the case, we may assume that these tissue cells were 
undifferentiated, even if this particularity cannot be shown 
histologically. 

The examination of uteri in the puerperium presents great 
difficulties on account of the trouble in obtaining uteri suitable 
for examination. This is largely the reason why the regeneration 
of the endometrium is still so little known. Another reason for 
this, however, lies in the fact that the uterine endometrium post- 
partum was regarded as a large wound and was thought in healing 
to behave as an ordinary surgical wound. Fig. 14, taken from 
Bumm, provides a clear idea of this. I have already pointed 
out that Williams has demonstrated that, at any rate, at the 
placental site, entire pieces of tissue with thrombosed vessels and 
even with glands are exfoliated, and that even if he supposes 
that the epithelium arises from the more deeply-seated glands, 
the healing process deviates considerably trom surgical healing. 
For that matter this also appears from the fact that no scars are 
formed and that practically no obliteration of the uterine cavity 
occurs. 

From the examination of some uteri it has become evident to 
me that not only at the placental site are thrombosed vessels cast 
off, but that also beyond the placental site, the surface layers of 
the uterine muscle are exfoliated, and that at the same time also 
the remaining glands, the normal as well as the degenerated ones, 
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disappear. I have examined 19 puerperal uteri on different days 
of the puerperium from the first to the twenty-eight day, viz.: 
Seven of the first day post-partum; one each of the second, fifth, 
seventh, eighth, and tenth day post-partum; two of the eleventh 
day post-partum; one each of the twelfth, sixteenth, and nine- 
teenth day post-partum; and two of the twenty-eighth day post- 
partum. With the aid of a few cross sections, I will try to give 
you an idea of the healing process as I have seen it. 


It ought to be borne in mind that there are considerable 
differences among various pregnant uteri, and that also in the 
case of puerperal uteri we must of necessity come across such- 
like differences again. Indeed, this proves to be the case 
immediately after delivery, as now we find the muscle wall 
covered with pieces of torn spongiosa, and now completely bare 
(Figs. 15, 16 and 17). During-the first week I found no traces 
of regeneration, neither is there any infiltration. Over the whole 
surface, but especially at the placental site, exfoliation occurs 
from pieces of muscle and decidua (Figs. 18, 19, and 20). This 
process goes on through the second week (Figs. 21 and 22). The 
thrombosed vessels at the placental site (in which occasionally 
old glands are found) are cast off, accompanied by strips of 
muscle of varying thickness (Fig. 23). This exfoliation is some- 
times found to occur over an extensive surface in the lumina of 
veins (Fig. 24). 

During the second week there is not a single indication of the 
formation of fresh epithelium cells. The old epithelium, when 
present, is quite inert; nowhere do any traces of activity present 
themselves. The first time when the formation of new epithelium 
was observed was in an uterus of the sixteenth day post-partum 
from a woman who had died of phthisis pulmonum. The muscle 
wall, in which there are still old and large thrombosed and hyaline 
degenerated vessels, is covered with a thick layer of young tissue 
(Figs. 25, 26, 27, and 28). In that young tissue appear groups 
of small, round and dark-coloured nuclei, forming strings grow- 
ing towards the surface 


In the neighbourhood of the muscle wall these cells arrange 
themselves and form cavities, evidently glands, from which the 
epithelium cells without cuticula have not yet become clearly 
defined from the surrounding tissue. It is evident that at the 
places where the glands appear, there are large conglomerations 
of the nuclei towards the site of the cavum uteri (Fig. 28). Such- 
like proliferation of nuclei I found in a uterus puerperalis of an 
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orang-utan out of the Selenka collection in the embryological 
museum in Utrecht. 

In an uterus of the nineteenth day post-partum from a woman 
who had died of embolism the muscle wall was covered with a 
new tissue in which numerous glands are present (Fig. 29). Most 
glands are not yet well-defined, as seen in Fig. 30. Here and 
there, in a corner of the muscle wall, new endometrium is com- 
pletely formed (Fig. 31). Yet the surface is not yet covered with 
epithelium. The new glands show no tendency to disperse over 
the surface. On the contrary, they are, in parts, still being cast 
off (Fig. 32). In the case of a woman who died of phthisis four 
weeks post-partum, the uterine wall was found to be covered 
with an endometrium in which, deep down, many glands were 
present; the epithelium at the surface was in the process of forma- 
tion, independently of the glands. Many glands also give the 
impression of being still in the process of formation (Fig. 33). 

Although the number of uteri examined is as yet few, still 1 
believe that it is possible to form an idea of the regeneration of 
the endometrium. The principle things that arose are: (1) That 
in the first week the decidua so far as this still existed is cast off, 
with thrombosed vessels and thin layers of the muscle wall, both 
beyond and at the placental site. (2) That this process of ex- 
foliation continues in the second week. (3) That the formation 
of new endometrium and new glands only begins in the third 
week. (4) That, as we have seen, these new glands are formed 
in a tissue without any relation to pre-existing glands. I believe, 
therefore, that I have been able to give conclusive proof that the 
new epithelium does really arise from undifferentiated tissue cells. 

The fact that the regeneration of the endometrium begins 
only a fortnight after delivery is quite understandable when we 
realize that it lasts a week or more after the birth of the child 
before the reaction of Aschheim and Zondek becomes negative, 
and the first menstruation, when the mother doesn’t nurse, 
appears not after four weeks but after six weeks. The new 
gestation period begins therefore a fortnight after delivery.. 

I maintain, therefore, that we have a very special primitive 
organ in the uterus, an organ having a great number of undif- 
ferentiated cells, genitoblasts, which are of a very great 
physiological importance. While these cells in the embryonic 
life form the uterus with its ligaments, later on they serve to 
provide material for the formation of the wall of the uterus in 
pregnancy and for the regeneration of the endometrium in the 
puerperium, And under pathological conditions they can give 
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rise to the formation of myomata, adenomata, endometrioses 
and adenomyomata, as seen in the diagram (Fig. 34). 

The remarkable thing about this is that these genitoblasts, both 
under physiological and pathological conditions, depend entirely 
on the action of the ovaries: for the normal development of the 
uterus in embryonic life normal ovaries are necessary and when 
at a later period of life the function of the ovaries is eliminated, 
the myomata stop growing and the endometrioses disappear as 
is the case in the climacterium. In animals myomata, too, occur, 
but extremely rarely, endometrioses having been found in them 
recently. Whence this great difference ? 

It is obvious that it is to be found in the function of the 
ovaries, which then must be stronger in man than in animals, 
and there is every reason for this, for sexual life in man is quite 
different to that of animals. In animals it is limited to the rutting 
season, to the optimum time for impregnation. . The sexual life 
of women is no longer restricted to special phases of menstrual 
cycles; they have lost the power to recognize the optimum time 
for impregnation. Hence the irritation of the ovaries is much 
stronger and consequently there is a hyperfunction and hyper- 
production of hormones and an abnormally strong stimulation of 
the genitoblasts, which are capable of reaction by the formation 
of myomata and endometrioses, adenomata and adenomyomata, 
but at the same time are able to cause an hyperplasia of the 
uterine mucosa and all its consequences. 

In addition to this, it may-be pointed out that the first case of 
pregnancy is delayed for many years by the social conditions 
under which we live, and that the whole of society is centred 
on sexual irritation, on the erotic. Therefore, I am of opinion 
that a great number of the diseases of women cannot but be 
attributed to the erotic, and when these conditions, which have 
existed now for many thousands of years, have failed to destroy 
man, we can attribute this only to the fact that its evil influence 
only makes itself felt in the fourth to the fifth decennium, when 
woman has, for the greater part, fulfilled her task of reproduction. 

Man also lives under the influence of erotic irritations, but 
apparently he suffers less. Still, I am of the opinion that he 
does not entirely escape their influence, so that I am inclined to 
attribute prostrate hypertrophy which occurs after the fiftieth 
year to the long hyperfunction of his genital glands. However 
this may be, from the moment that we must accept that there 
are on the one hand in the uterus undifferentiated cells, genito- 
blasts, which have a physiological significance and are under the 
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influence of the ovaries and, on the other hand, these ovaries are 
exposed to abnormal irritations, on account of a change in sexual 
life, the great frequency of menstrual disturbances and tumours 
in woman is comprehensible, and it may be possible to find the 
means of successfully combating these troubles. I am, however, 
convinced that this will not be so simple, and I am also convinced 
that you will have discovered several gaps in my scheme, but I 
am very glad to have been able to speak to you about one or 


two researches of mine, and hope to have given you some food 
for thought. 
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DESCRIPTION OF PLATES. 


Fig. 1. Diagram of the distribution of the endometrioses. (After Halban 
and Seitz.) 

Fig. 2. Diagram of the development of the principal differentiations in 
the ovum. 

Fig. 3. Adenomyoma of the uterus containing miniature uteri in differ- 
ent phases of the menstrual cycle. (Natural size.) 

Fig. 4. Part of Fig. 3, showing a true endometrium with glands, 
enclosing an oblong cavity and surrounded by a muscle wall. Miniature 
uterus. (x 10.) 

Fig. 5. Cross-section of an adenomyoma of the broad ligament, of the 
size of an apple, with a cavity in the middle, of the size of a marble, 
covered with true endometrium. Part of the wall. (x 140.) 

Fig. 6. Gland in statu nascendi (x 170.) 

Fig. 7. Myoma with cytogenous tissue. (x 10.) 

Fig. 8. Pregnant uterus of 32 weeks, beyond the placental site. No 
glands, no decidual cells. (x 40.) 

Fig. 9. Fig. 8 more highly magnified. (x 170.) 

Fig. 10. Uterus from Fig. 8. Placental site. (x 40.) 

Fig. 11. Uterus of Fig. 8. Separation of the decidua in the line of 
demarcation. (x 40.) 

Fig. 12. Decidua spongiosa in a pregnant uterus of 34 weeks. (x 40.) 
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Fig. 13. Uterus of Fig. 12. Normal and degenerated glands more 
highly magnified. (x 170.) 

Fig. 14. Uterine mucosa sixth day post-partum, according to Bumm. 
A wrong representation. 

Fig. 15. Uterus first day post-partum. Muscle wall completely bare. 
No traces of decidua left. (x 35.) 

Fig. 16. Uterus first day post-partum. Muscle wall covered with rem- 
nants of the decidua with degenerated glands. (x 35.) 

Fig. 17. Degenerated gland with oval-shaped nuclei of Fig. 16. (x 400.) 

Fig. 18. Extoliation of muscle layer first day post-partum. Decidua 
completely cast off, beyond placental site. (x 35.) 

Fig. 19. Seventh day post-partum. Exfoliated muscle with thrombosed 
vessels. (x 60.) : 

Fig. 20. Seventh day post-partum. Uterus from Fig. 19. Normal 
gland in a piece that is almost cast off. (x 170.) 

Fig. 21. Tenth day post-partum. Exfoliation of muscle layers, beyond 
the placental site; considerable proliferation of tissue-cells. (x 40.) 

Fig. 22. Fig. 21 more highly magnified. Muscle-cells and many nuclei. 
( x 150.) 7 

Fig. 23. Eleventh day post-partum. Placental site. Thrombosed 
vessels, which are cast off. No trace of new tissue. By x line of separation. 
(x 8.) 

Fig. 24. Eighth day post-partum. Placental site. Thrombosed vessels 
are being cast off along the lumina of the veins. No trace of new tissue. 
(x7-) 

Fig. 24a. The venous lumina of spot x in Fig. 24 more highly magni- 
fied. (x25.) 

Fig. 25. Sixteenth day post-partum. Muscularis with large degenerated 
arteries and wide veins is covered with a newly formed tissue. By x glands 
in the process of formation. (x 35.) 

Fig. 26. Another part of the uterus of Fig. 25. New glands (x). (x 40.) 

Fig. 27. Spot x from Fig. 26 more highly magnified. New gland, not 
yet fully developed. (x 170.) 

Fig. 28. Uterus of Fig. 25. Another new gland, preceded by a con- 
glomeration of nuclei. (x 170.) 

Fig. 29. Nineteenth day post-partum. New tissue with glands. (xg0.) 

Fig. 30. Uterus from Fig. 29. Newly formed glands not yet clearly 
defined from the surrounding tissue. (x 200.) 

Fig. 31. Uterus from Fig. 29. Newly formed endometrium with glands 
and cytogenous tissue. No surface epithelium. (x 90.) 

Fig. 32. Uterus from Fig. 29. Newly formed glands in the process of 
being cast off. (x 150.) 

Fig. 33. Twenty-eighth day post-partum. New endometrium is formed; 
here and there also surface epithelium. (x 40.) 

Fig. 34. Diagram showing the relation between the development of the 
normal uterus and of myomata, adenomyomata, and endometrioses from 
genitoblasts, under the influence of the ovaries. 
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A New Technique in dealing with Superior 
Recto-Vaginal Fistulae. 


BY 
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F.C.0.G. 


Professor of Gynaecology and Obstetrics, Faculty of Medicine, 
Cairo, Gynaecological Surgeon to Kasr-El-Aini Hospital, 
Kitchener Memorial Hospital and The Coptic Hospital. 


SUPERIOR recto-vaginal fistulae are those in which the rent is 
situated in the upper half of the vagina, at or near the vault. 
Inferior fistulae are those that exist in the lower half. This 
differentiation is necessary since these two varieties differ greatly 
in their aetiology and in the methods I adopt for their treatment. 

Inferior fistulae are generally the result of an extensive 
complete tear of the perineum, in which the cut edges unite 
spontaneously at the lower part where the tissues are fleshy, 
but fail to do so at the septum. Failure of union at the level 
of the septum is due to the thinness of its tissues; the mucous 
membranes of vagina and rectum merely coalesce. The result 
is a permanent communication between the two cavities at the 
upper end of the healed tear. 

Superior fistulae on the other hand, are either due to the 
involvement of the septum by the spread of the ulcerating 
process in cancer of the cervix, or are traumatic. When due to 
the latter cause, the injury may result from perforation by 
instruments during delivery, or appear as an unfortunate sequel 
to a surgical operation performed by the vaginal route. With 
the adoption of a more improved technique, fistulae following 
the application of radium are happily becoming quite rare. 

It may appear strange that sloughing, due to pressure- 
necrosis produced by long-continued impaction of the presenting 
part, and which accounts for the overwhelming majority of 
urinary fistulae, is seldom the cause of faecal fistula. This 
apparent anomaly can, however, be explained by the fact that 
the lowest part of the sigmoid colon, in entering the pelvis, evades 
pressure by passing over the pelvic brim, not at the promontory 
but at the level of the left sacro-iliac synchondrosis. 

In a series of 49 cases of recto-vaginal fistulae recorded by 
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me in 1929, the only case of a superior fistula in the series was 
due to trauma and not to pressure-necrosis.' 

I have, however, had the opportunity, since that date, of 
dealing with 14 additional cases of recto-vaginal fistulae, two of 
which were superior fistulae which did result from pressure- 
necrosis. The marked contraction and irregularity of the pelvic 
inlet in both cases, together with the long duration of impaction 
of the presenting part, were responsible for the considerable 
sloughing that led to the formation of the fistulae. 


 HistoricaL NOTE. 

It would be interesting, I think, before describing the 
technique I employed in dealing with these two cases, to give a 
résumé of the different attempts which gradually developed into 
our present conception of the method of treatment of these 
fistulae, a conception which is the result of the accumulated 
experience of a host of workers in this field. 

Inferior fistulae. The earliest attempts made by ancient 
surgeons for the treatment of faecal fistulae, were confined to 
the vulvo-anal variety which exists below the sphincter. These 
attempts consisted in splitting the fistula and cauterizing the base. 
The success obtained in these cases encouraged these surgeons 
to extend this practice to fistulae situated above the sphincter. 
In dealing with these they split the perineum vertically up to 
the level of the fistula and left the wound to heal by granulation. 
In other words, the recto-vaginal fistula was converted into a 
complete tear, which was dealt with at a later period. Isolated 
cases of this kind were reported by Simon’® in Germany, Baker 
Brown’ in England, and Ricord* in France. Complete control 
of faeces and gas after such operations was seldom attained. 
Better results were obtained only with the adoption of Lawson 
Tait’s technique of complete perineorrhaphy, which was a great 
advance on the procedure of Duncan and Simpson, of Edinburgh, 
then in vogue. Successful results were obtained in fistulae 
existing just above the sphincter. But when the fistula was 
situated at a distance from the perineum, slitting the latter was 
found to do more harm than good. 

Attempts to close such fistulae were now made in a different 
manner. The plan of the flap-splitting operation employed for 
the cure of vesico-vaginal fistulae was adopted. The rectal and 
vaginal walls were separated from one another by dissection, 
and separately united by two layers of sutures. Sanger further 
modified this technique by suturing the mucous membrane of the 
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SUPERIOR RECTO-VAGINAL FISTULAE 


rectum with a third and additional layer of interrupted sutures, 
which he applied from inside the rectum after gradual dilatation 
of the sphincter. Chinese silk was used in preference to catgut, 
which was considered unsafe on account of too rapid absorp- 
tion. 

Several other techniques were practised by Le Dentu,’ Fritsch’* 
and others, in which a flap of vaginal tissues below the fistula 
was dissected up to and carried beyond the upper edge of the 
fistula. The latter was then freed on all sides and closed. The 
results obtained were, on the whole, unsatisfactory, and this 
technique fell into disuse. Attempts were then made to gain 
access to these fistulae by adopting an incision similar to that used 
by Lawson Tait in his technique of complete perineorrhaphy. 
The perineum was not split vertically as heretofore, but trans- 
versely by a crescentic incision made midway between the anus 
and vulva. The vaginal wall was thenseparated from the rectum 
by carrying the dissection until a point well above the upper limit 
of the fistula was reached. The fistulous openings in the vaginal 
and in the rectal walls were sutured separately, and the perineum 
thus reconstructed. In cases in which it was found difficult to 
gain access to the fistula, Legueu’ further modified the above- 
mentioned technique in the following manner: After separation, 
by dissection, of the rectum from the vagina had been carried 
beyond the upper limit of the fistula, the separated vaginal wall 
in all its length was cut longitudinally by scissors. 

Superior fistulae. The problem of dealing with superior 
fistulae remained unsolved. Simon reported a case in which he 
sutured the anterior lip of the cervix to the lower pole of the 
fistula, after denudation of their mucous membranes. As a result 
the external os opened into the rectal cavity. His operation did 
not receive any support from gynaecologists. 

Segond,* in 1895, advised a more ingenious operation, in 
which he applied the principles advised by Whitehead for the 
cure of haemorrhoids. A circular incision of the rectal mucosa 
was made at about I c.m. above the anus. A rectal cylinder 
was then dissected well beyond the upper limit of the fistula. 
The part of the rectal cylinder between the anus and the fistula 
was then excised and the liberated rectum was brought down and 
sutured to the collar of mucous membrane which surrounds the 
skin of thc anus. The aperture in the vaginal wall was carefully 
closed with catgut. After describing this operation in his book 
on ‘‘Surgery of the uterus, vagina and vulva,’’ Richelot summed 
up the plan of the operation, by quoting Segond’s whimsical 
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phrase: “‘L’operateur, pour fermer surement la fenétre du 
premier étage, avait tiré le store jusq’au rez-de-chausseé.”’ 

Segond’s operation was modified by Dudley’ in 1902. His 
technique is best told in his own words, which run as follows: 

“In my judgment, in a case of high fistula, it would not be 
necessary to resect the bowel to the level of the fistula, but only 
such portion of the bowel as would be sufficient to change the 
position of the rectal opening with that of the vaginal, so as to 
flap each fistulous membrane against unbroken structure, and 
then sewing the parts carefully together with whatever suture you 
deem best suited to the occasion.’’ 

Dudley’s technique was later modified by von Herff,’? who 
freed the rectum in front and at the sides, but not posteriorly, 
until the level of the fistula had been passed. Von Herff’s 
patient died of pneumonia on the fifth day. 

For a fistula situated at the vault of the vagina, in which the 
cervix and the pouch of Douglas are involved, it would be almost 
impossible to adopt any of the foregoing techniques. Freeing 
the lower sigmoid from the pelvic peritoneum is extremely 
difficult, if not impossible. Moreover, the blood-supply of the 
drawn-down rectal tube must be greatly interfered with, 
favouring infection of the wound. 

In 1914, Eden"' made a new departure in the treatment of 
superior fistulae. The patient he had to deal with had an inac- 
cessible superior fistula involving the posterior lip of the cervix. 
After an able consideration of all the possible routes of approach, 
he decided on dealing with the fistula by the transperitoneal 
abdominal route. In order to facilitate healing of the wound, 
the faecal stream was cut off by a preliminary left inguinal 
colostomy, which was performed three weeks before the date of 
the operation. With the patient’s consent, he removed the uterus, 
partly because it was desirable to prevent a future pregnancy, 
and partly to permit free access to the fistula. After removal of 
the uterus the rectum was separated from the cervix and vagina. 
The fistulous rent in the rectal wall was closed by interrupted 
thread sutures, taking up all the layers. A flap formed from the 
posterior wall of the vagina was attached to the rectal wall over 
the fistula and the fistulous opening in the vagina was left un- 
sutured. During convalescence a certain degree of sepsis occurred, 
as well as some leakage from the vagina. On the nineteenth day 
after the operation the vaginal discharge had completely ceased. 
Four weeks after the successful closure of the fistula, the con- 
tinuity of the pelvic colon was restored. 
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Unaware of Eden’s technique, I adopted the transperitoneal 
abdominal route, in dealing with an inaccessible faecal fistula 
of the vault in 1929." 

The patient was a young Soudanese girl, about 12 years of 
age, who was admitted to the Kitchener’s Memorial Hospital 
suffering from a large faecal fistula of the vault. Finding it 
impossible to close the fistula by the vaginal route, I opened the 
abdomen without performing a preliminary colostomy. I then 
pulled on the uterus by two traction sutures, and brought it as 
near the abdominal wound as possible. I then separated the 
rectum from the uterus and vagina. The rent in the rectum was 
closed in two layers and the rent in the vagina was left open 
to allow for drainage. The wound healed by first intention and 
recovery was uneventful. 

It will be seen that, in both Eden’s case and mine, the 
abdominal route was adopted on account of inaccessibility of the 
fistula by the vaginal route. 

It occurred to me, after performing the above-mentioned 
operation, that difficulty in dealing with these fistulae by the 
vaginal route can be, toa great extent, overcome if the peritoneum 
is opened in the posterior fornix of the vagina as a preliminary 
step. I have adopted this practice in dealing with the two 
superior fistulae which form the subject of this paper, and was 
much struck by the greater mobility obtained and by the 
reduction of the mechanical difficulties attending the operative 
manipulation, once the peritoneum was opened. 


HIsTORY OF THE Two CaAsEs. 

CasE 1. M.G., an Egyptian peasant woman aged 25, 
admitted to Kasr-el-Aini Hospital in March 1932. She was 
married for four years and had had two abortions and one full- 
time labour, which occurred nine months before her admission. 
Labour was very difficult, lasting for three days. A few days 
after labour, urine and faeces passed involuntarily through the 
vagina. 

On vaginal examination a large vesico-vaginal fistula, as well 
as a recto-vaginal fistula which admitted one finger, was 
discovered. Both fistulae were due to pressure-necrosis. The 
rectal fistula was situated in the posterior fornix and involved 
the posterior wall of the cervix. The inlet of the pelvis was 
contracted in all the diameters; the measurements being, antero- 
posteror 8 c.m., transverse 9 c.m., and oblique 9.5 c.m. 

CasE 2. T.K., an Abyssinian Princess, 16 years of age, 
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admitted to the Coptic Hospital in September, 1933. She was 
married in 1930 and gave birth to her first child in September, 
1932. When labour started, the patient was living at Wallo, a 
mountainous village where medical aid was not available. She 
was transferred by aeroplane to Addis-Ababa, the capital of 
Abyssinia, on the fifth day of labour, where she was delivered 
of a putrefied foetus in hospital. Instruments were not used. 
Incontinence of urine began on the third, and incontinence of 
faeces on the fifteenth day after delivery. On admission to the 
Coptic Hospital the pulse-rate and temperature were normal. 
The blood-pressure was 100 systolic and 55 diastolic. 

On vaginal examination a large vesico-vaginal fistula was 
discovered, through which the mucous membrane of the opposite 
vesical wall bulged, forming an oedematous rugose swelling, deep 
red in colour, and encrusted with phosphates. 

At the vault of the vagina a large aperture leading into the 
rectum was felt in the position of the posterior fornix. [t easily 
admitted two fingers. Both vesical and rectal fistulae were 
surrounded by much scar tissue, and the edges were densely 
infiltrated and sclerosed. This was partly due to the considerable 
sloughing of tissues which followed the impaction during labour, 
and partly from the constant irritation and infection caused by 
the passage of urine and faeces. 

On rectal examination, the opening in the rectum could, with 
great difficulty, be reached by the tip of the finger, being situated 
well above the uppermost valve of Houston. 

The operative procedures adopted in Cases I and 2 being 
exactly similar, I shall only describe the technique I adopted in 
Case 2. 

The preliminary preparation of this patient’s general and loca 
condition took three weeks, the parts being greatly inflamed and 
excoriated. Particular attention was paid to the digestive 
system as the patient was heavily infected with taenia saginata. 

On October oth, 1933, the patient was anaesthetized with 
chloroform. I would have preferred to use stovaine analgesia 
on account of the complete relaxation of the perineal muscles it 
produces, but the blood-pressure was too low to allow of its being 
used. 

It was my intention to deal with both rectal and vesical fistulae 
at the same sitting, but owing to immobility of the cervix I 
satisfied myself with closing the vesico-vaginal fistula alone at 
the first operation. To prevent soiling of the wound by faecal 
matter during convalescence from this operation, the bowels 


584 


= 


SUPERIOR RECTO-VAGINAL FISTULAE 


were kept constipated for seven days. Subsequently the parts 
were kept clean by the frequent use of copious vaginal douches. 
On the fourteenth day I removed the sutures. 


TECHNIQUE. 


On November 16th, 1933, the vesico-vaginal fistula being 
perfectly healed, I decided to perform the operation on the rectal 
fistula. 

The patient was placed in the exaggerated gynaecological 
position, with the head on a slightly lower level than the pelvis. 

Seated on.a very low stool, I depressed the perineum with a 
posterior speculum and applied a volsellum forceps to the cervix. 
Finding it impracticable to pull the cervix down, I pushed it 
well up instead, so as to put the upper edge of the fistula on the 
stretch. 

I then proceeded to separate the upper edge of the fistula off 
the cervix, beginning at the sides where the tissues were found 
to be more mobile. This was the most difficult part of the 
operation, since not only the posterior wall of the cervix, but the 
floor of the pouch of Douglas as well, were involved in the scar 
tissue. 

I began the separation with the knife until the peritoneum 
was nearly exposed. I then deliberately opened the peritoneal 
cavity by cutting through the intervening bridge of tissue with 
long curved fistula scissors. This step completed, I found it 
possible to pull the liberated upper edge of the fistula, with two 
or three Littlewood’s forceps, sufficiently low to complete the 
separation of tissues with, comparatively, more ease. I found. 
moreover, that additional help in lowering the fistula could now 
be obtained by inserting a finger in the rectum and hooking the 
lower edge down. This I did and the field of operation became 
quite accessible. I then protected the peritoneal cavity with a 
gauze pack and proceeded to separate the rectum from the vagina 
on its lateral and inferior aspects. It is well worthy of note that 
separation of the rectum in the case of a rectal fistula can be 
carried to a much greater extent than separation of the bladder 
in urinary fistulae. Moreover, the soft yielding condition of the 
rectum, once it is detached from the rigid cicatricial tissues of 
the vagina, makes it perfectly easy to close the rent in the rectum 
without tension on the sutures. In fact I found it easy in these 
two cases to apply two tiers of sutures. The first tier was passed 
through the muscular wall of the rectum down to, but not 
through, the mucous membrane. The second tier was applied 
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to the muscular coat at a distance of one centimetre from the 
first row of sutures. 

Gloves were now changed, the wound was swabbed with 
picric acid solution and the peritoneum carefully closed with 
catgut. The vaginal flaps were sutured with silkworm gut, 
which was removed after 14 days. Drainage was not used. 

Convalescence. The bowels were kept constipated for seven 
days, by restricting the diet of the patient to albumin, raisins and 
rice water. A constipating mixture containing opium, catechu 
and krameria was occasionally found necessary. 

The careful preparation of the patient prior to the operation 
saved her from the discomfort caused by distension, or colic, 
during the period of constipation. Castor oil was given on the 
eighth day followed by the very slow administration of 250 c.c. 
of warm olive oil into the rectum. Two hours later, a rectal 
enema of soap and water was very slowly instilled into the 
rectum, so as to prevent rapid distension of the rectum by the 
fluid. During the seven days which followed, the olive oil and 
the soap and water enema were administered with the same 
precautions. In both patients healing occurred without leakage, 
and the temperature and pulse-rate were normal throughout the 
convalescence. 

The only step in the operation that needs serious consideration 
is the advisability of opening the peritoneal cavity. 

Nearly all writers on rectal fistulae deprecate opening the 
peritoneum in dealing with them, for fear of septic complications. 
In my opinion this fear is not justified. The favourable results 
obtained in intestinal surgery under modern technique are sich 
as to remove any apprehension on the matter. Eden has 
successfully dealt with a recto-vaginal fistula, using the abdominal 
transperitoneal route, and so have I. The chances of soiling the 
peritoneal cavity are considerably less when it is opened from 
below than when it is opened from above. 
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DESCRIPTION OF PLATES. 

Plate I. Diagrammatic sagittal section of the pelvis, showing the 
positions of the rectal and vesical fistulae. 

Plate IJ. Cutting through the peritoneum of the pouch of Douglas. 

Plate IlI. Lowering the level of the fistula by hooking the lower edge 
down by a finger inserted in the rectum. 

Plate IV. (1) Healed scar of the vesico-vaginal fistula. (2) Closing the 
peritoneum of the pouch of Douglas by interrupted catgut sutures. (3) 
The second row of sutures applied through the muscular layer of the rectum. 

Plate V. Silkworm-gut sutures closing the vaginal wall. They are 
clipped short in the picture for the sake of clearness, but should be left long 
to facilitate removal. 
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Notes on 300 Cases of Abdominal Hysterectomy 


BY 
LieuT.-CoLoneL M. L. Treston, F.R.C.S., F.C.0.G., I.M.S. 
Professor of Obstetrics and Gynaecology, University of Rangoon 


Type of operation. 

(a) Total hysterectomy, 200; (b) sub-total hysterectomy, 100. 

When removal of the uterus is desirable or essential, the aim 
has been to remove it in its entirety. In 33 per cent of cases 
this was not found possible owing to a variety of causes, of 
which dense inflammatory adhesions accounted for the greater 
portion. Very fat persons and bad anaesthetic risks made up 
the remainder. 


Mortality. 

Total number of operations, 300; number of deaths, five, a 
death-rate of under two per cent. Of these deaths four 
occurred in the ‘‘sub-total’’ series, a mortality of four per cent, 
and one in the “‘total’’ series, a mortality of 0.5 per cent. This 
is not usual, but the reason will be more apparent from a perusa) 
of details of the fatal cases given below. Actually, when the 
operation was performed for uterine tumours only one patient 
died; in this case total hysterectomy was performed. 


Patients who died after operation. 

1. The patient was a Burmese nulliparous female, aet. 45, 
with bilateral tubo-ovarian abscesses and retroverted adherent 
uterus. Sub-total hysterectomy, with removal of Fallopian tubes 
and ovaries, was performed. Pus from the abscess, when 
bacteriologically tested, was found sterile. Patient developed 
septicaemia, without any obvious local lesion, and died three 
weeks after operation. 

2. Burmese female, aet. 35, nullipara, with bilateral tubo- 
ovarian abscesses and retroverted adherent uterus. Sub-total 
hysterectomy, with removal of Fallopian tubes and ovaries. 
The patient developed a pelvic abscess with a faecal fistula three 
days after the operation and died of toxaemia. In this case the gut 
must have been injured during the separation of adhesions, The 
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patient only survived the operation by five days, and further 
surgical intervention was not considered justifiable. 


3. Burmese female, aet. 55, with a massive ovarian tumour 
which was densely adherent to the contents of the abdomen and 
pelvis. Sub-total hysterectomy, with removal of the tumour, 
Fallopian tube and ovary, was performed. The patient died of 
shock following the operation. 


4. Burmese female, aet. 22, nullipara, with a large malignant 
ovarian tumour, densely adherent to the contents of the ab- 
dominal cavity. Sub-total hysterectomy, with removal of the 
tumour, was performed. The patient died of shock following the 
operation. 


5. Burmese female, aet. 55, with a massive fibromyoma. 
Total hysterectomy with removal of Fallopian tubes and ovaries. 
This patient developed pyrexia, without obvious local lesion three 
days after the operation. The wound failed to heal, and the 
patient gradually sank and died six weeks after the operation. 


Morbidity. 

Of the 300 operations, 266 were performed under spinal 
anaesthesia. Most of these patients developed slight fever 
after operation and had a mild form of bronchitis. This was 
found to be a fairly constant sequel when spinal anaesthesia was 
employed, and the operation necessitated the Trendelenburg 
position. 

Thirty-six patients of the series had a general anaesthetic and 
did not have any rise of temperature after the first 24 hours 
following operation. 

Clean rapidly healing wounds characterized 99 per cent of 
the cases, and this is usual in my experience of surgery in the 
East. Probably space and sunlight are to a great extent respon- 
sible for this, as the patients were almost entirely poor surgical 
risks. Anaemia characterized all of them, many were old 
malarial subjects, and a large number suffered from helmin- 
thiasis in one or other form. Add to this the custom of the 
country, whereby all tumours are massaged twice a week or 
oftener with a view to charming them away, which resulted in 
such patients as came for operation having dense adhesions and 
marked anatomical distortions. 

The pressure of beds did not permit of a great deal of pre- 
operative care, but all cases were kept for 24 days after 
operation. 
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Table showing the causes for, and the variety of, operation. 


Sub-total Total 
Cause hysterec- _hysterec- 
tomy tomy 


. Tubo-ovarian infection... ... 23 27 
. Pre-cancerous cervix ... 13 
. Prolapsed uterus, with inflamed 

. Chronic metritis 
. Carcinoma cervicis uteri my ees 4 (Wertheim) 
. Osteomalacia with pregnancy 2 
. Carcinoma of the Fallopian tubes ... 
. Pelvic haematocoele : 
. Procedentia uteri with ovarian cyet 
. Septic endometritis with perfora- 

tion (criminal abortion) 
. Vesico-vaginal fistula : 
. Pregnancy with massive fibroid 


Uterine tumours. 

There was one case of saroma and two cases of adeno- 
carcinoma corporis uteri in this group; the remainder were 
fibromyomata. Cancer of the body of the uterus is not common 
in this country, and nearly all cases of carcinoma of the neck 
of the uterus are inoperable: when first seen, there being only 
four Wertheim’s operations in the series. Of the fibromyomata, 
seven per cent were of the cervical variety, and, owing to the 
early onset of pressure symptoms, were usually comparatively 
small. This variety, too, frequently escaped the extensive mas- 
sage which was the fate of the more common type of fibroid. 


Ovarian tumours. 

The multilocular cystadenoma accounted for 90 per cent of 
these cases. The remainder included cystic embryomata, papilli- 
ferous cysts, adenocarcinoma of the ovary (10 cases), and tuber- 
culosis of the ovary (one case). 


Tubo-ovarian infection. 

These cases were all of long standing, and, in the main, were 
due to gonococcal infection. A few cases gave a history of puer- 
peral infection following childbirth, but the causative organism 
was not isolated. 
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There was one case of tuberculosis in this group which 
involved the right Fallopian tube and ovary, and was apparently 
a primary tuberculous infection. Two cases of endometrioma 
are also included here. 


Other groups. 

Of these, two call for comment. Cases of chronic metritis 
were treated by abdominal section, only in the early part of the 
series, and are now approached by the vaginal route or treated 
with radium. The chronic sub-involution type of chronic metritis 
is a very common condition in this country, and the smallness of 
the figures shown for this condition tends to be misleading. 

There were two cases of carcinoma of the Fallopian tubes 
in the series. In both cases only the left tube was involved. 
One case was associated with a tubal mole of six months’ 
standing and was a chorion-epithelioma. The other case was one 
of adenocarcinoma, which was diagnosed prior to operation as 
chronic salpingitis. 


Age and race. 


Age incidence 20 20-30 30-40 45-50 Over 50 


Sub-total hysterectomy only 6 — 
Sub-total hysterectomy with 

removal of Fallopian tubes 

and ovaries I 23 23 8 
Sub-total hysterectomy with 

other operation 
Total hysterectomy only... — 15 15 
Total hysterectomy with 

removal of Fallopian tubes 


2) 
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and ovafies 9 34 32 15 
Total hysterectomy with 


other operation ae ke I 8 33 36 8 


Race incidence. 


(b) Anglo-Indian ...  ... 38 


Burmese includes Karens and Arakenese, and, forming as 
they do the main bulk of the population of the province, repre- 
sent nearly two-thirds of the cases. 
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Early Rupture of Membranes in the Treatment of 
Eclampsia. 


BY 
PROFESSOR W. STROGANOFF, Leningrad. 


In the course of the last 15 years I have repeatedly suggested that 
the investigation of the most important scientific problems—such 
as the study of cancer, gonorrhoea, and septicaemia—should be 
undertaken collectively. In 1928 I made a special report on the 
subject in the Leningrad Obstetrical and Gynaecological Society, 
but, unfortunately, the paper has not yet been published. I 
have also suggested a similar method with respect to the treatment 
of eclampsia, and, fortunately, owing to the valuable assistance 
of the Peoples’ Commissar Vladimirsky N.F., this has been 
carried out. 

The first attempt proved to be very successful. In October 
1932 12 lying-in hospitals in Leningrad joined in studying the 
problem of how to improve further the prophylactic method of 
treating eclampsia. Abundant material, subjected to collective 
analysis, proved to be of the greatest use, and those points which 
remained vague and not sufficiently elucidated under the limited 
conditions obtaining before have now become strikingly clear to 
many of us. 

For a long time I have been advocating (like many other 
physicians) rupture of membranes in the treatment of eclampsia. ' 
Under the collective investigation referred to, this method was 
more frequently carried out, and the results obtained were found 
to be even more favourable than might have been expected. 
This will be seen from the table which follows. 

By the early rupture of the membranes in eclampsia, I mean 
rupture when the os is closed or not larger than two inches 
(admitting two fingers). It is obvious that the membranes should 
not be ruptured if there are any contra-indications, such as trans- 
verse position or presentation of the funis. 

The first point of note was the rapid delivery which followed 
rupture of the membranes. Even when labour had not com- 
menced delivery occurred within an average of 22 hours 6 
minutes; in seven cases out of 18 the period was 12 hours or 
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even less. When the os admitted from one to two fingers, 
delivery was observed to occur on the average within nine 
hours. It should be noted that the majority of patients were 
primiparae (74) and only a small number (12) were multi- 
parae. These data serve to prove that early rupture of the 
membranes is a valuable means of treating severe cases of 
pre-eclampsia and eclampsia. In our collective experimental 
series of 380 cases we have not had a single case of Caesarean 
section. Out of a total of 1,800 eclamptic cases I have agreed to 
only two vaginal Caesarean sections being performed. 

The reduction in the number of fits following the rupture of 
membranes were quite unexpected. If before the collective 
investigation we thought rupture of the membranes would 
probably accelerate delivery, though not to the extent it has 
proved to do, we did not think that the number of fits would be 
reduced, since we believed that increased contractions of the 
uterus would cause the fits to be more frequent and more 
intensive. Facts, however, have proved the contrary. In 50 
out of 87 cases not a single fit was observed to occur prior to 
delivery following rupture of membranes; out of this number 
three patients had fits subsequent to delivery. The number of 
fits in the case of the other patients was fairly small. 

It is of interest to note that in pre-eclamptic cases (we have 
dealt with very severe cases exclusively) the effect of the 
operation was also most favourable: only two patients out of six 
had fits prior to delivery, and four had fits only after delivery. 
I am not reporting here ro other cases of eclampsia; these patients 
never developed a fit. 

The favourable results obtained by early rupture of the 
membranes may be explained by a number of theoretical con- 
siderations, some of which I have already set out in my book. 
Following the discharge of 150 to 400 c.c. of the liquor amnii, 
the uterus becomes smaller and the pressure in it is lessened; 
and, further, the absorption of liquor amnii containing certain 
ferments and extractive substances into the mother’s circulation 
is thus reduced. 

Together with the decrease in the size of the uterus the 
contents of the abdominal cavity are also reduced in volume and 
the intra-abdominal pressure in it is lowered, at least for a certain 
period of time, which results in the abdominal organs being 
better supplied with blood. Besides, the diaphragm descends 
somewhat lower and its excursions become less restricted, oxida- 
tion of the blood is improved and all the organs of the body, 
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and especially those of the abdominal cavity, come under better 
conditions of nutrition and respiration. The heart will also be 
working under more favourable conditions, owing both to the 
shifting of the diaphragm and to the reduced intra-abdominal 
pressure. It is true that the changes are very small, but we can 
hardly deny their importance. It may be that nervous, and 
especially vasomotor reactions to the rupture of membranes, with 
all its consequences, are of still greater importance. 

I believe an insufficient oxygen content in the blood to be 
a most important factor in the development of severe eclampsia. 

Like other methods of surgical interference, this one may also 
have its drawbacks. In the first place there is the possibility of 
infection; although this is certainly less than that of recurring 
fits and very much less than the danger accompanying Caesarean 
section. 

The danger of the cervix being ruptured in the course of a 
rapid delivery is not great. So far it has not occurred in our 
cases. In one case the rupture of membranes was accompanied 
by the introduction of a metreurynter without my sanction, and 
apparently this caused the onset of cramp pains and considerably 
delayed delivery. In eclamptic patients the uterus is already 
irritated and a sudden increase of its irritation may easily lead 
to pathological developments. I have always been against 
metreurysis in eclampsia. In severe cases of eclampsism, in which 
adequate hospital treatment fails to improve considerably the 
patient’s condition within four to seven days, or in which a certain 
improvement is followed by an aggravation of symptoms, | 
believe rupture of the membranes is indicated. The points 
to be considered are, in the circumstances, the patients’ general 
condition, the quantity and quality of urine passed, the blood- 
pressure, vision, and period of the pregnancy, and the possibility 
of saving the foetus, although in severe cases of eclampsism the 
foetus not infrequently dies prior to delivery. 

In eclampsia intragraviditalem we are guided by the same 
principles and the patient’s general condition, high blood-pressure 
and the function of the kidneys are of prevailing importance. 
Generally speaking we endeavour in the milder cases to stop the 
fits and allow the pregnancy to continue, and very frequently 
we succeed in achieving the desired result. If in a case of 
eclampsia intragraviditatem the patient develops three fits in the 
hospital, in spite of the prophylactic treatment, we consider 
rupture of membranes to be indicated. Likewise, we interrupt 
pregnancy in cases in which after the fits have ceased there is 
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not any improvement in the symptoms of eclampsism within the 
next three to six days. 

In intrapartum eclampsia we rupture the membranes in those 
cases in which venesection is indicated; that is, in patients who 
have had no less than six fits previous to admission, or in those 
who have had three or even two severe fits in the clinic, in spite 
of the prophylactic treatment being applied. 

The technique consists in dilating the cervical canal with 
Hegar’s dilator up to number 18-23 and then rupturing the mem- 
branes with the finger, or more often with one blade of a volsellum 
and cautiously widening the rupture so as to cause the least pos- 
sible trauma. When the os admits one finger or more the use of 
dilators is unnecessary. 

The deficiency of the present paper is the comparatively small 
number of cases reported. I regard this report as being only a 
preliminary communication, and recommend the measure as one 
that deserves to be tested on a larger scale. I expect that the data 
will lead to a less frequent employment of Caesarean section in 
eclampsia and even more so in eclampsism. 

I have to add that the other means included in the prophy- 
lactic method were combined with rupture of the membranes in 
these cases, sometimes including vensection. In one-third of 
the cases venesection was not employed; in the other two-thirds 
in which it was employed, it was impossible to differentiate the 
effects of the two methods. 

I beg the reader, in conclusion, to give special attention to the 
following three cases in which Caesarean section had been pro- 
nounced absolutely indispensable by a number of physicians. 

(1) Military Medical Academy: 918, date November 11th, 
1933. Primipara intragraviditat: Two fits before admission, 
three in Institute, fully conscious, scanty urine with 5 per 1000 
albumin; blood-pressure 100-140. Three more fits; no uterine 
contractions. Caesarean section was advised. Membranes rup- 
tured, os admitting one finger; no more fits; delivery in 7} hours; 
mother and child did well and left hospital on twenty-fourth day. 

(2) Hospital of October 25th: 1567; January 25th, 1933. 
Primigravida; eight fits before admission; patient excessively 
stout and in labour; two fits in hospital; os admits one finger; 
delivery with the forceps in 2 hours 55 minutes after rupture of 
the membranes; mother and child left hospital on ninth day. 

(3) Obstetrico-Gynaecological Institute: 5077. Primigravida; 
very frequent fits, three occurred in 12 minutes before treatment 
was commenced; four physicians advised Caesarean section; 
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membranes ruptured, os admitting one finger; delivery with the 
forceps in one hour; only one fit after rupture of membranes; 
mother and child left hospital on twenty-eighth day. 
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A Case of Vesico-Vaginal Fistula resulting from Simple 
- Ulceration of a Prolapse in an Old Woman 


BY 
Dr. May RAtTNAYEKE, L.R.C.P., F.R.C.S. 


Medical Officer in Charge of Lady Havelock and Ridgeway 
Hospitals, Colombo. 


VESICO-VAGINAL fistula resulting from ulceration of a prolapse 
has never, I believe, been reported in the literature. This case 
is, therefore, of some interest. 

The patient, a wizened-looking old woman, but giving her 
age as 45, sought treatment for prolapsus uteri. The prolapse 
showed an area of ulceration extending from the external os 
upwards along the inverted anterior vaginal wall for an inch 
and a half. The patient states that the prolapse was of a year’s 
duration and came down suddenly during an effort to save her- 
self from falling when she tripped. The ulceration occurred soon 
after. The patient also complained of a watery discharge. 

In order to secure healing of the ulceration prior to opera- 
tion an application of 5 per cent. silver nitrate was ordered, and 
followed by ichthyol and glycerine tampons. Ten days later, 
on examination, it was found that the prolapse did not come 
down on straining. Patient reported that she was up and about 
and the prolapse did not recur even at stool. During examination 
while attempting to invert the prolapse a fine stream of urine 
was ejected. This 1 presumed to be from a narrow urinary 
meatus and ordered a cystoscopic examination. The urine smelt 
stale and ammoniacal. Difficulty was not experienced in intro- 
ducing the cystoscope, apart trom fright on the part ef the 
patient. The meatus was not contracted, a stone was not de- 
tected, but the vesical mucosa was unduly congested. The con- 
dition of the prolapse was next inspected. The ulceration had 
completely healed. The cystocoele no longer came down. An 
attempt to draw down the cervix resulted in squirting out of 
urine as on the last occasion. This was found to emerge from 
a small fistulous opening in the anterior vaginal wall near the 
upper limit of the healed ulceration. It was decided to deal with 
the fistula and repair the perineum in a two-stage operation. 
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On May 2nd, 1934, under open ether, the vaginal mucosa 
was raised off the bladder by the flap method; much difficulty 
being experienced due to thick cicatrical tissue. The vesical wall 
with the fistula was exposed. The fistula, being small, was closed 
with a purse string of fine silk. The vaginal mucosa was approxi- 
mated by a continuous catgut suture. The patient was under 
the anaesthetic 30 minutes, but her general condition was too 
feeble to warrant the additional operation of repair of the pelvic 
floor at this stage. 

A self-retaining catheter was introduced and continued to be 
used for seven days. The patient made a good recovery. The 
secondary operation for repair of the perineum was undertaken 
two weeks later with an uneventful convalescence. 

Points of interest in this case are: 

1. Ulceration of a prolapse due to friction with clothing had 
extended so deeply at one spot as to involve the vesical wall 
and mucosa, resulting in the formation of a fistula. 

2. The patient passed small quantities of urine frequently 
and was not conscious of the dribbling, except as what she called 
a watery discharge which gave that smell of stale urine to her 
clothing. 

3. That the healing of the ulceration produced sufficient cica- 
trization and shortening of the anterior vaginal wall partially to 
cure the prolapse. 

4. That the existence of the fistula was detected almost by 
accident. Failure to detect it, if that were possible (and it might 
have been) would have resulted in an unsatisfactory operation 
for repair of the pelvic floor with leakage of urine interfering 
with healing. 

5. The value of a preliminary cystoscopic examination before 
repair of the pelvic floor. Pyelography is invariably carried 
out at some clinics to eliminate the existence of kinking of a 
ureter and hydronephrosis. 
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A Case of Acquired Artresia of the Vagina and its cure 
by Plastic Operation. | 


BY 
Dr. May L.R.C.P., F.R.C.S. 


Medical Officer in Charge of Lady Havelock and Lady Ridgeway 
Hospitals, Colombo. 


THE patient, a married woman aged 25 years, sought treat- 
ment at the Female Out-patient Department. She requested to 
be examined saying she could not describe her trouble. On 
examination a condition of atresia of the vagina was discovered. 

Previous history. Menarch, 12; periods, normal. Married at 
the age of 18 years, about seven years ago. No children, no 
miscarriages, periods regular until her illness three years ago. 
The patient and her husband gave consent for an operation. 

Previous illness. Three years ago patient was treated at this 
hospital by Dr. Catherine Anderson. The patient states she was 
douched and advised to return later for an abdominal operation. 

Patient’s old bed-head ticket of 12th December 1930 gives the follow- 
ing notes: 

‘Fever of two months’ duration, abdominal tumour of two weeks’ 
duration. Two weeks ago patient suffered from severe abdominal pain 
followed by a discharge of pus through the vagina with cessation of the 
pain. Patient’s general condition is poor. 


Vaginal examination. The right fornix was bulging, cicatrical 
bands passed from the cervix to the right fornix. Vaginal douch- 
ing was ordered. The patient was discharged in four weeks’ 
time and advised to return later for an abdominal operation. A 
diagnosis of salpingitis was made. The patient obviously suffered 
from a pelvic abscess which had burst through the vagina. 
The abscess may have resulted from salpingitis or from an 
appendicular abscess. 


Patient’s present condition. On December 12, 1933. The 
patient is a well-grown healthy-looking woman. The external 
genitalia are well formed. The vaginal introitus is lax, but the 
examining finger is arrested half an inch from the introitus by 
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a complete apposition of the anterior and posterior vaginal walls. 
An opening admitting the point of a fine probe is present almost 
in the midline. Deep structures cannot be palpated. On rectal 
examination the cervix is felt pointing forwards and a cystic 
swelling is palpated in the right fornix. 

The patient menstruated once since her last illness three 
years ago and never since then. A plastic operation for the 
relief of the vaginal atresia was decided on. As a preliminary 
laparotomy was undertaken on the 23rd December 1933 under 
general anaesthesia. The condition found was most strik- 
ing. The omentum covered the whole of the abdominal 
contents and was adherent to the superior surface of the bladder 
by delicate bands of adhesions. On cautious separation of these, 
the small intestine was found to be matted together by fine ad- 
hesions which also covered the descending colon and posterior 
surface of the uterus. But the surface of the intestine was glossy 
and healthy-looking and there were not any enlarged glands 
or constrictions. The uterus felt hard and fibrous, both ovaries 
felt cystic. These observations were made without disturbing 
the adhesions any further. 

The abdomen was closed and the patient made an uneventful 
recovery. 

On January 6th, 1934, a plastic operation for the relief of the 
atresia of the vagina was undertaken. I had shown the case 
to two consultants, neither of whom favoured interference. But 
the patient had sought treatment and any operative measures 
necessary for the relief of this condition; I, therefore, decided to 
give her the benefit of an operation. 

Under general anaesthesia a transverse incision was made 
through the apposed vaginal walls, and by means of blunt dis- 
section and gauze pressure the tissues were separated, keeping 
clear of the bladder in front and the rectum behind. The cervix 
was ultimately reached at the depth of three inches and found to 
be freely movable. The cavity was packed with sterile vaseline 
gauze and six-hourly catheterization ordered for 24 hours. Later 
the gauze pack was removed and a balloon introduced into the 
new vagina and distended with glycerine. This was repeated 
daily to prevent the raw surfaces adhering together. The need 
for skin-grafting the new vagina was considered, but the 
epithelium from the superficial parts gradually spread over the 
raw surface. Healing was satisfactory, leaving a rather rigid 
vagina with a white scarred surface. The patient was discharged 
in three weeks’ time with a patent vagina in good condition. 
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Report three months later. The patient reports that her con- 
dition is satisfactory. 

Observations. How atresia of the vagina resulted from the 
bursting of a pelvic abscess through the vagina is remarkable. 
At the time of examination three years ago, some cicatrical 
bands were discovered stretching from the cervix to the vaginal 
vault, an associated vaginitis probably brought about the atresia 
by adhesions and contraction. 
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Multiple Fibromyomata of the Uterus in association 
with an Ovarian and Anal Fibromyoma. 


Report of a Case 
BY 


JoceELYN Moore, M.B., B.S. (Lond.), F.R.C.S. (Eng.), 
M.C.O.G. 


Second Assistant, Obstetrical Unit, Royal Free Hospital. 


THIS case is interesting to report on account of the rarity of an 
anal tumour identical in structure with the uterine fibromyo- 
mata. The presence of an ovarian fibroma is an additional 
feature of the case. The presence of the anal fibromyoma is 
difficult to explain from the point of the aetiology and histo- 
genesis of fibromyomatous tumours in general. 

The case history is as follows: 


The patient was a nullipara, aged 43 years, who had been twice 
married; she attended the out-patient department complaining of ‘‘a 
lump at the back passage’’ and profuse periods. The lump had been 
noticed for eight months and caused irritation as the sole symptom. The 
menstrual history was as follows: Periods at intervals five to six weeks 
and of five to six days’ duration with very heavy loss for three days. 
The only previous illness complained of was rheumatic fever at the age 
of 24 years. 

On admission, May 8th, 1934, the general condition was good. 
Compensated mitral stenosis was present. 

She had secondary anaemia. Blood count: R.B.C. 4,200,000. 

Hb. 54 per cent. 
C.1.-0.6. 
W.B.C. 5,300. 
Local condition. 

Abdomen: A mass was found rising out of the pelvis and extending 
up to the level of the umbilicus. This had not been noticed by the 
patient. 

Per vaginam: The cervix was normal and the uterus enlarged by 
fibroids. 

Anus: There was a small round hard mass at the right postero- 
lateral quadrant of the anus, superficial to the sphincter. No evidence 
of inflammation was present. 
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MULTIPLE FIBROMYOMATA OF THE UTERUS 


Operation, May 18th, 1934. 

The abdomen was opened through a median sub-umbilical incision. 
The uterus was enlarged by one large and several small sub-peritoneal 
fibroids. The right ovary was also enlarged by a tumour the size of a 
hen’s egg projecting from the inner pole. The left Fallopian tube and 
ovary were normal. Right salpingo-oophorectomy and sub-total hysterec- 
tomy were performed, followed by dissection and enucleation of the anal 
tumour. 

The post-operative progress was uneventful and the patient was dis- 
charged well 19 days after the operation. 

Pathologist’s report. 

The specimen consists of a uterus removed by sub-total hysterectomy, 
right Fallopian tube and ovary and a solid tumour from the anal region. 
The uterus is enlarged by one large and several small interstitial fibroids. 
A small pedunculated sub-peritoneal fibroid and a very small sessile 
sub-peritoneal fibroid are present on the posterior surface. The uterine 
cavity is elongated and the endometrium is extremely thickened and 
polypoid. The right ovary is enlarged, measuring 6 x 3 x3 centimetres. 
An encapsulated round fibroma, three centimetres in diameter, is present 
at its inner pole. The anal tumour is a solid firm encapsulated tumour 
measuring 5 x 3'2 x 2 centimetres. The cut surface shows a grey or white 
whorled appearance. 

The section of the walls of the fundus show well-marked polypoid 
thickening of the endometrium. There is hyperplasia of glands and 
stroma and considerable infiltration of the latter by lymphocytes and 
plasma cells. The section of the ovarian fibroma shows the typical 
structure of a fibroma. 

Sections show the anal tumour to be a fibromyoma. 


It is difficult to co-relate the histogenesis of the perianal fibro- 
myoma with the fibromyomata of the uterus. The possibilities 
to be considered are : 

1. Migration. ‘‘Burrowing’’ from the uterus. This would 
mean that the anal fibromyoma would have had to have 
travelled from the uterus round the rectum from the anterior to 
posterior surface and finally to have passed through the external 
anal sphincter to become superficially placed at the right postero- 
lateral aspect of the anal orifice. This possibility does not seem 
feasible. 

2. Embryonal rests. Cohnheim' believed that any embryonal 
rest in the uterus might give rise to a fibroid tumour. It is 
difficult to explain the presence of a perianal fibromyoma by 
this theory. 

3. Metaplasia theory. Virchow’ states that any muscle fibre 
of the uterus can give rise to a fibroid; therefore presumably 
any unstriped muscle in the region of the external anal sphincter 
may also be capable of producing a similar tumour. In this 
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case, therefore, the presence of uterine and anal fibromyomata 
and an ovarian fibroma are mere coincidences or are due to 
some abnormal stimulus possibly derived from the ovary. Opitz, 
however, is of the opinion that fibromyomata arise from connec- 
tive tissue and not muscle tissue by a process of metaplasia. 
The connective tissue is the non-differentiated representative of 
mesoderm from which the muscle fibres later develop. Cohn- 
heim, in support of this, claims to have traced the change from 
connective tissue to muscle in serial sections of small fibroids. 

4. Sheaths of blood-vessels. Roesger’® and others*: * claim that 
fibromyomatous growths spring from the media and adventitia 
of small blood-vessels. This origin of extra-uterine fibromyomata 
might again be the result of some abnormal external stimulus 
from the ovary. 

In the case under consideration the feasible theories as to 
the histogenesis of the multiple uterine and extra-uterine fibro- 
myomata are those of metaplasia from the primitive connective 
tissue of the mesoderm, or from the coat of the small vessels 
which are themselves mesodermal in origin. This metaplasia 
might have resulted from abnormal ovarian stimulation. Another 
point in favour of this abnormal ovarian endocrine stimulation 
is shown in the endometrium of the uterus, which was consider- 
ably thickened and polypoid in character. The possibility of 
embryonal rests might account for the uterine fibromyomata, but 
does not satisfactorily explain the anal fibromyoma. The question 
of migration of a uterine fibroid to the perianal region is 
impossible in this case from the purely anatomical standpoint of 
the position of the tumour. 

I am indebted to Professor Dame Louise McIlroy for per- 
mission to place this case on record. 
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Obituary 


JAMES HAIG FERGUSON, 
LL.D., M.D., F.R.C,P.E., F.R.C.S.E., F.R.S.E., F.C.0.G. 


Dr. HAIG FERGUSON, who died on May 2nd in Edinburgh, was 
in his seventy-second year. His health had been failing for some 
months, but the end was sudden and gentle. His death has 
removed one who by his seniority, his professional eminence and 
his personal character had long been the accepted doyen of our 
specialty in Edinburgh; but our sense of loss will be shared by 
our colleagues as well as by the vast circle of his personal friends 
and patients far beyond the limits of Scotland. 

Dr. Haig Ferguson was a son of the manse, his father having 
been the minister of the parish of Fossoway, and through his 
mother he was distantly related to Field-Marshal Earl Haig, a 
fact which gave him some legitimate gratification during the dark 
days of the War. He was educated in Edinburgh and graduated 
M.B., C.M. in 1884. He spent nearly two years in resident 
hospital appointments, the last being as House Physician to 
Sir Halliday Croom in the Royal Maternity Hospital. This 
appointment led to his becoming private assistant to Croom, who 
was then approaching the zenith of his fame as an obstetrician 
and gynaecologist, and there can be little doubt that this 
connection, and the life-long friendship thus begun, determined 
Haig Ferguson’s future career. Croom was then giving up a 
large family practice in order to devote himself entirely to special 
work, and Haig Ferguson became the natural heir to it. For 20 
years he continued to carry on general practice with an ever- 
increasing reputation for skill as an obstetrician. In those days 
gynaecology had not swung, as it subsequently did, towards the 
surgical end of the professional spectrum, and there was not the 
need for that early specialisation which has been more or less 
forced upon the younger men of to-day. Ferguson’s emergence 
as a specialist was, therefore, a slow and gradual process, and 
he may be said to have exemplified in a very perfect degree such 
advantages as the older method conferred. His career as a 
recognised gynaecologist began with his appointment in that 
capacity to Leith Hospital in 1898. In 1906 he became Assistant 
Gynaecologist to the Royal Infirmary and gave up family practice, 
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Meantime, in 1899, he had been appointed Assistant Physician 
to the Royal Maternity Hospital. Very early in his career he had 
become a Fellow of the Royal College of Physicians of Edin- 
burgh, but, recognising the need for a higher surgical qualification, 
if he was to keep abreast of the surgical trend in gynaecology, he 
sat and passed the examination for the Fellowship of the Royal 
College of Surgeons of Edinburgh in 1902. Of this College he 
ultimately became President in 1929 and held office for two years. 
He was cordially interested in the foundation of the British 
College of Obstetricians and Gynaecologists, of which he was a 
Foundation-Fellow. 

Dr. Haig Ferguson was an extremely skilful obstetrician, 
endowed with that most essential attribute of the craft—abundant 
patience. He was a sound, but not spectacular, operator, and 
his results were admirable. His professional interests were 
clinical and practical, rather than scientific, for he had not had 
the training in pathology or in research which fosters the latter 
spirit. His many contributions to the Transactions of the Edin- 
burgh Obstetrical Society, of which he was a Fellow for nearly 
50 years, all bear witness to this, being for the most part records 
of unusual cases, or discussions of clinical problems. But the list 
of his papers also reveals catholicity of interest in all aspects of 
the subjects of obstetrics and gynaecology, and the individual 
papers show practical enthusiasm tempered by a wise judgment 
based on wide experience. He was twice elected President of the 
Society, a fact which testifies to the high place that he held in the 
respect and affection of its Fellows. Perhaps the most enduring 
of his contributions will prove to be his modification of the axis- 
traction forceps. In his instrument there is a return to the larger 
fenestrae of the older Simpson’s pattern, a shortening of the 
application handles for the sake of lightness, and the adaptation 
of a detachable handle. For practical use in ordinary midwifery 
practice it is a wholly admirable instrument, and has largely 
displaced Milne Murray’s forceps in the Edinburgh School. 

In his early years Dr. Haig Ferguson collaborated with the 
late Dr. W. F. N. Haultain in a ‘‘Handbook of Obstetric 
Nursing’; and more recently with colleagues in Edinburgh and 
Glasgow in a “‘Combined Textbook of Obstetrics and Gynaec- 
cology.”’ 

Inspired with some of the enthusiasm for teaching which so 
characterised his chief, Halliday Croom, he carried on for 
some years a course of lectures on midwifery in the Extra-Mural 
School, but it is as a clinical teacher that his pupils will best 
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remember him. In the discussion of cases at the bedside, or in 
the theatre, his wide experience enabled him to place the various 
points in their proper perspective, and to focus the whole dis- 
cussion on the treatment that was best for the individual case. 
His courtesy and consideration to his patients was a daily 
object-lesson in professional conduct from which none of his 
pupils could fail to benefit. 

His capacity for work was enormous, and his sympathies were 
wide. His shrewd sagacity and his scrupulous fairness were well 
recognised, and he was sought after as a member of the 
administrative boards of various institutions, such as the Royal 
Hospital for Sick Children and the Queen’s Institute of District 
Nursing. He was a member of the Central Midwives’ Board for 
Scotland from its inception, and succeeded Sir Halliday Croom 
as Chairman, an office which he held to the time of his death. 
He gave an enormous amount of time and thought to its work, 
and showed himself to be possessed of vision and capacity. Up 
to the time of his last illness he was engaged in laboriously 
analysing the records of many hundreds of cases of maternal 
mortality and morbidity for the Department of Health for 
Scotland. 

Dr. Haig Ferguson was married to a daughter of the late 
Sir Patrick Heron Watson, one of the most famous Edinburgh 
doctors and surgeons of his generation, and is survived by her 
and by one son and three daughters. The eldest son, who died in 
1928, was a Captain in the Royal Army Medical Corps, and had 
served with distinguished gallantry in the War before his 
premature death. 

Probably no one came into contact with Haig Ferguson with- 
out feeling warmed by the charm of his personality, and no one 
who knew him at all well could fail to have a great affection and 
admiration for him. Even those who only saw him or met him 
at meetings, such as that of the British Medical Association in 
Edinburgh in 1927, when he was President of the Section of 
Obstetrics and Gynaecology, will appreciate that. He was a 
man of handsome and commanding figure, with a noble head, 
and his manner had a graciousness and sincerity which at once 
attracted. His patients loved him and came back to him from 
the ends of the earth to have their babies under his care. And 
certainly he deserved their confidence and affection, for no man 
ever gave of his time, thought, energy, skill and human sympathy 
more abundantly than he did. One of his patients, in a charm- 
ing tribute published in The Scotsman, wrote: 
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The following words of an old Scotswoman, describing her doctor, dwell 
in my memory and form a fitting epitaph: ‘‘His faithfulness was as 
steadfast as the hills, and his tenderness past the power o’ tongue to tell. 
He minds me most o’ the ‘shadow of a great rock in a weary land.’ ”’ 


Among men he was most clubbable, a lover of hospitality, a 
charming host and a delightful dinner-table companion. To his 
friends he has bequeathed the memory of a nobie character and a 
personality of unequalled charm: to his pupils and all who knew 
him at his work, an ideal of selfless devotion to duty. 

R.W.]J. 
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‘Midwifery for Nurses.’’ By RussELt ANDREwS, M.D., F.R.C.P., F.C.O.G., 
etc., and Vicror Lack, M.B., F.R.C.S., etc. London: Edward Arnold 
and Co. Price 6s. 


THE seventh edition of this well-known book has been revised by Mr. Lack, 
who explains in the preface that he has followed Dr. Russell Andrews’s 
plan and endeavoured to keep the book brief and simple. 

It includes the usual chapters on the anatomy of the pelvis, pelvic 
organs, and the physiology of reproduction. General antenatal care is well 
described. The importance of gloves and masks in all cases of labour is 
especially stressed, and overalls are advised when it is possible to obtain 
them. Under mal-presentations, ‘‘transverse presentation’’ seems a contra- 
diction of terms. Reproductive insanity is dealt with at greater length than 
is usual in textbooks of this size, and should be very useful. 

In the treatment of antepartum haemorrhage, plenty of nourishment is 
advocated in slight cases; but of what type, and why, is not clear. 
Plugging the vagina is advocated in certain cases, and is said to be a 
“harmless procedure,’’ by which the pupil, though we hardly think the 
author meant this, must assume that there is not any risk of sepsis. If the 
patient is well advanced in labour, ' c.c. of pituitary extract is advocated. 


» 


If a midwife is to give this injection, the dose appears an unnecessarily 
large one. 

The authors do not consider it wise for the nurse to attempt version in 
a transverse lie, associated with placenta praevia, in order to bring down 
a leg. 

More might have been said on cancer of the cervix, since no signs and 
symptoms are mentioned. 

Artificial feeding is clear and easy to understand, but the statement that 
the newborn child loses only about two or three ounces after birth is rather 
misleading. 

The book is well produced. There are numerous illustrations, some 
reproduced from Galabin and Herman; the many others, which are 
acknowledged in the preface, are from the well-known ‘‘Ten Teachers,’’. by 
permission of the Editors. 


M. Sparkes. 


“The Principles of Gynaecology’’ (fourth edition). By BLair-BELL. 
Med. 8vo.; xiv+848 pp.; 16 plates (coloured); 507 figures. Bailli¢re, 
Tindall & Cox, 1934. Price £1 15s. 

THE fourth edition of this well-known textbook has now been published. 

The whole volume has been increased by nearly 200 pages, and more than 

100 new illustrations, including coloured plates, have been added; but while 

most of these are very good, some are not clear and others are superfluous, 

such as the microphotograph of the film, stained to show pus-cells and 

B. coli communis, which does not possess any distinctive feature. 
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It is 15 years since the previous edition, and the advances made in 
gynaecology during the interval have necessitated the rewriting of some 
chapters and the rearrangement of most of the others. Instead of dividing 
neoplasms into two large groups, simple and malignant, each organ is 
considered in turn, and simple and malignant neoplasms affecting it 
described in the same section. There are several entirely new sections. A 
short historical introduction, and discussions on ethical, medico-legal and 
sociological problems, including contraception, have been added. A short 
bibliography is given at the end of some of the chapters, which should serve 
as a useful guide to further reading. 

The recent work on the nerve-supply of the uterus is referred to. Tubal 
inflation, lipiodol examination and tests for pregnancy are described. The 
most recent theories regarding menstruation are summarized, and the view 
is expressed that it is a process whereby foodstuffs not required for a foetus 
are excreted. There is little new in the chapter on prolapse. The author 
still advises shortening of the round ligaments and utero-sacral folds, com- 
bined with the vaginal operation, in some cases of prolapse of the uterus. 

In the chapter on infective diseases of the genital tract, the description 
of the normal vaginal flora is misleading, as the author states that the 
normal virginal vaginal flora may be contaminated by Déderlein’s bacillus. 
The recent work on the diagnosis and treatment of gonorrhoea is referred 
to in detail. The section dealing with carcinoma is very full, and the recent 
accounts of the various histological types are quoted. The details of the 
various methods of treatment are clearly given. The chapter on ovarian 
neoplasms has been completely rewritten and an elaborate classification 
given at the beginning. This chapter is particularly well illustrated, and 
there are several beautiful coloured plates which give a very lifelike 
representation of the lesions. Various preparations of lead are advocated 
in treating malignant ovarian conditions, but statistics relating thereto are 
not given. This is unfortunate, as no other known method of treatment is 
of much value when the tumour cannot be removed surgically. 

The chapter on surgical technique has been rearranged, but there has 
been little to add. Stovaine is advocated for spinal anaesthesia, although 
it has been largely given up elsewhere. The author states that it gives a 
longer anaesthesia than percaine. This is surely incorrect. We cannot 
agree, also, with the statement that spinal anaesthesia is indicated for 
abdominal operations in old, weak women. 

Any criticism which one can make is, however, of a minor nature, and 
should not obscure the fact that the author has succeeded in bringing this 
textbook thoroughly up to date, and in maintaining its position as one of 
the most outstanding textbooks of gynaecology in the English language. 

Douglas Baird. 


“A Textbook of Gynaecology’ (third edition). By JAmMEs Younc, D.S.O., 
M.D., F.R.C.S. (Eng.), F.C.O.G. 220 illustrations. London, 1933: 
A. & C. Black, Ltd. Price 16s. net. 

Tue third edition of a textbook is sufficient proof of its popularity, and is 

all the more welcome when the writer is such an acknowledged authority 

as Dr. James Young. Every chapter has been thoroughly revised, and 
610 


BOOK REVIEWS 


much new matter has been incorporated. A great deal of the method and 
practice of gynaecology has been revolutionized by the great advances which 
have been made in our knowledge of the hormones of the ovary and anterior 
lobe of the pituitary gland. Due emphasis has been laid on the relation of 
hormonal activity and such conditions as dysmenorrhoea, amenorrhoea, 
uterine haemorrhage and sterility—in fact, the keynote might be said to be 
endocrine activity. Endocrine therapy is mentioned as having produced 
striking results in cases of dysmenorrhoea. Endocrine therapy up to date 
must, on the whole, however, be considered as disappointing, and we agree 
with the author that increased knowledge is required before a scientific 
endocrinal procedure of value is furnished. Division of the presacral nerve 
is indicated as being of value in severe cases of primary dysmenorrhoea, for 
the relief of pain in the iliac fossa, and fot the alleviation of pain in pelvic 
cancer, 

In the chapter on leucorrhoea, which has been rewritten, infection of 
the vagina with the trichomonas vaginalis is only referred to as being 
mentioned in American textbooks. Investigation of the blood-sedimentation 
time is recognized as being of value in distinguishing between an infective 
lesion, tubal gestation and ovarian tumour. Recent experience of that rare 
clinical entity, angular pregnancy, prompts us to record the omission of 
this condition in the differential diagnosis of ectopic gestation. The mode 
of origin of endometrioma is discussed, and the theories of Sampson, Meyer 
and King detailed. 

This edition differs from its predecessors in being a more bulky volume: 
the clearer type and larger page are marked improvements. The illustrations 
are numerous and clear: many of them are new; some are duplicated. 
Altogether, this is a valuable book, in which modern views are set forth in 
a succinct and interesting manner. 

D.F.A. 


‘‘The Queen Charlotte’s Textbook of Obstetrics’ (third edition). 


THE third edition of the well-known textbook will be welcomed by both 
students and practitioners. The arrangement of the sections, the illustra- 
tions and the text all tend to make the study and understanding of 
obstetrics, and the methods used at Queen Charlotte’s Hospital, clear and 
easily followed. While the book, as a whole, calls for cordial recommenda- 
tion, there are certain features which are outstanding and deserve special 
comment. 

The chapter on ‘‘Antenatal Care and the Management of Pregnancy’’ is 
extremely well and carefully compiled, and should not only afford valuable 
guidance to all who study it, but should also stimulate and arouse their 
enthusiasm in this most important branch of obstetrics. 

The section on the ‘‘Abnormal Puerperium’’ makes the third edition 
outstanding, containing, as it does, a full report of the work, methods used, 
and findings of the new Isolation Block, opened in 1930. There is much 
of interest in this section, both as regards diagnosis and treatment, and the 
conclusions summarized at the end are of value. 

The operative section is extremely good, and the various obstetrical 
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operations, and the indications for their use, are so described as to be easily 
understood and followed. 

The section on ‘‘The Baby’”’ should prove of value to both students and 
practitioners. The chapters on ‘‘Anaesthesia in Obstetrics’? and ‘‘The Use 
of X-rays’’ also deserve special mention. 

This textbook can be most warmly recommended to all those students 
and practitioners who desire a book which is a sound guide to modern 
obstetric practice. 

Alwin M. Hunter. 


“The Single Woman: a Medical Study in Sex Education.’’ By 
Rosert Latou Dickinson and LuRA BEAM. xix+469 pp. London, 
1934: Williams & Norgate; Baillicre, Tindall & Cox. Price {1 3s. 


TuHIs work is the second volume of a series of sex studies issued by the 
United States National Committee on National Health, of which 
Dr. Dickinson has been the honorary secretary since 1923, the first, 
entitled ‘‘A Thousand Marriages,’’ by the same author, having been pub- 
lished in 1932. The present work, which claims to be the first medical 
analysis of the single woman (as such), is based on Dr. Dickinson’s experi- 
ence, gained in 40 years of practice as a gynaecologist. The authors have 
made an intensive gynaecological and psychological study of the sexual life 
of the single woman as regards virginity, heterosexuality, homosexuality 
and autosexuality, illustrated by detailed histories, including narratives of 
the patients themselves, who were mostly educated women, or even of 
sufficient distinction to be included in ‘‘Who’s Who in America.’’ For 
gynaecological details of the cases the reader is referred to Dr. Dickinson’s 
‘Atlas of Human Sex Anatomy,’’ which is also reviewed in this issue of 
this Journal. A series of tables is appended relating to the length of 
observation of the various groups’ of patients, distensibility of the hymen, 
incidence of nervous disorders, pelvic problems at various ages, menstrual 
history, statistics of auto-erotism, patients’ occupations and nature of 
operations performed. 


‘‘Human Sex Anatomy: a Topographical Hand Atlas.’’ By Roserr Latou 
Dickinson, M.D. 9x1134; xiv+145 pp.; 191 figures. London: 
Baillitre, Tindall & Cox. Price £2 5s. 


THE author states in the foreword: ‘‘Our protests against the exaggerations 
and credulities of pornographic pseudo-science lose force unless we our- 
selves issue succinct statistics and physiological summaries of what we find 
to be average and believe to ba normal, and unless we offer in place of the 
prolix mush of much sex-teaching, the simple statements called for in any 
sane instruction.”’ 

The purpose is good, as we should expect from the author. The 
execution, in our view, is marred by the inclusion of a great number of 
quite unnecessary details and drawings, whose repellent character is not 
redeemed by any conceivable scientific or practical value. 


J. D. Rolleston. 
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“The Menace and Geography of Eclampsia in England and Wales.’’ By 
Norman Porritt. Humphrey Milford, Oxford University Press. 
Price 5s. 


In a small book entitled ‘“‘The Menace and Geography of Eclampsia in 
England and Wales’’ Porritt advances the thesis that a potential cause of 
the toxaemias of pregnancy is the saturation of the system by minute doses 
of lead over a long period of time. In support of this hypothesis he advances 
three arguments. The first is that there is a higher incidence of eclampsia 
and the toxaemias of pregnancy in those districts of England and Wales 
where the water is plumbo-solvent. The second is that the hepatic lesions 
associated with lead-poisoning are identical with those associated with 
eclampsia. The last is that malaise and other indefinite symptoms are more 
frequently due to subtle lead-poisoning than is generally recognized. The 
first argument is suggestive; but if geographical arguments are to be used— 
and they are very important—they cannot be confined to a tiny area such as 
England and Wales. So far as the second point is concerned, it is evident 
that the author is not acquainted with the hepatic lesions associated with 
eclampsia. These lesions present a unique histological appearance, and 
differ widely from those associated with lead-poisoning. The symptoms 
the author believes to be caused by traces of lead in the water, particularly 
_ in young females, are remarkably similar to those described by other writers 
as being due to aluminium, but bear little or no resemblance to those 
associated with the toxaemias of pregnancy. If the system is ‘‘saturated’’ 
with lead (it is immaterial whether as the result of large or small doses) it is 
difficult to understand how the installation of a charcoal filter can lead to 
such a rapid recovery as was noted in most of the author’s patients. 

Porritt does not report a single case of pregnancy toxaemia which he 
considered to be caused by lead-poisoning. The idea that minute quantities 
of lead in some way render the woman more liable to the toxaemias of 
pregnancy is interesting, but in these days, when the medical literature is 
so congested, it is a pity that a book should be devoted to its support 
when all the relevant facts could have been compressed with ease into a 
single article. 

Gilt. 
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Tus Review will contain the lists of contents and abstracts of the more 
important articles from the following journals with which the ‘Journal 
of Obstetrics and Gynecology of the British Empire’? exchanges :— 


British.—The Lancet; British Medical Journal; The Cancer Review : 

Canadian.—The Canadian Medical Association Journal ; Bulletin Médica! 
de Quebec. 

Australian.—Medical Journal of Australia, 

Indian.—The Calcutta Medical Journal. 

American.—American Journal of Obstetrics and Gynecology; The 
Journal of the American Medical Association; Surgery, Gynecology 
and Obstetrics. 

French.—La Gynécologie; Gynécologie et Obstétrique; Bulletin de la 
‘Société d’Obstétrique et de Gynécologie de Paris. 

Belgian.—Bruxelles-Médical. 

Italian.—Annali di Obstetrica e Ginecologia; Archivo di Obstetrica e 
Ginecologia. 

German.—Archiv fiir Gyniakologie; Zeitschrift fiir Geburtshiilfe und 
Gyniakologie; Zentralblatt fiir Gynikologie; Monatsschrift fiir Geb- 
urtshiilfe und Gynakologie; Miinchener Medizinsche Wochenschrift. 

Scandinavian.—Acta Obstetrica Scandinavica. 

South American.—Boletin de la Sociedad Obstetricia y Ginecologia 
de Buenos Ayres. 

Japanese.—-Japanese Journal of Obstetrics and Gynecology. 


The Review of Current Literature will keep the readers of this Journal 
in touch with current literature throughout the world. At the end of each 
year an Index of all the subjects contained in the articles of the above 
journals is printed. Arrangements will also be made to include abstracts of 
important articles on border-line subjects, such as Physiology, Biology and 
Biochemistry. 


LIST OF ABSTRACTORS. 


London: J. Beatri£, F.R.C.S.; A. C. BELL, F.R.C.S.; R. K. Bowes, 
F.R.C.S.; J. Lyte Cameron, F.R.C.S.; R. L. Dopps, F.R.C.S.; 
R. C. Lightwoop, M.D.; D. H. MacLeop, F.R.C.S.; J. A. Moore, 
M.B.; C. D. Reap, F.R.C.S. (Edin.); F. Rogues, F.R.C.S.; R. 
WINTERTON, M.D. 

Huddersfield: W. E. CRowTHER, M.B. 

Leeds: R. H. B. ApAmson, M.D. 

Sheffield: W. W. KING, F.R.C.S. 

Liverpool: M. DatNow, M.D.; P. Matpas, F.R.C.S. 

Glasgow: JANE H. FILSHILL; R. SHARMAN, M.D.; H. MacLennan, M.D. 
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The Canadian Medical Journal Association. 
Vol. iv, April 1934. 


*Sterility in the female. W. F. Abbott. 


STERILITY IN THE FEMALE. 


Sterility is an interesting, difficult and complex problem. No case should 
be regarded either as hopeless or as simple. The male is as important a 
factor as the female. Most men have an unbounded faith in their own 
fertility. Fifteen per cent of marriages are barren; 50 per cent of sterile 
unions are due to gonorrhoea; go per cent of barren women are married to 
men who have had a Neisserian infection. The semen should always be 
examined. Moench is quoted as saying that normal semen is alkaline and 
contains 100,000,000 to 150,000,000 spermatoza per cubic centimetre. ‘The 
normal cell is graded by the head. Twenty per cent of abnormal semens are 
potent; 15 per cent of abnormalities occur in normal semen; 25 per cent of 
abnormalities may be regarded as indicating impotence; 20 per cent of cases 
manifest impaired potence. 


The following conditions in the female are considered: (1) Faulty recep- 
tion; there may be non-penetration, due to vaginismus or a tough hymen. 
The posterior cul-de-sac of the vagina may afford a poor receptacle, as in 
the infantile vagina. Retroversion may carry the cervix beyond a receptive 
situation. (2) Endocervical conditions. These are the commonest cause of 
sterility and include infection, acidity of the secretions and obstruction from 
polypi, fibroids, and mucus. (3) Uterine conditions. These are seldom 
important, but include fibroids, endometrial hyperplasia and under-develop- 
ment. (4) Tubal occlusion. This is the second cause in order of importance 
and is usually due to inflammation of gonorrhoeal, post-abortional or post- 
parturitional origin. (5) Defective ovulation. This may result from under- 
development or obstruction from adhesions. (6) Endocrine dystrophies. The 
thyroid gland is usually at fault. The ovary and pituitary gland are also 
important factors. (7) Faulty metabolism. This affects both male and 
female. It includes under-nourishment, vitamine deficiency, blood dys- 
crasias, chronic infections, overwork, intoxications. (8) Congenital defects 
usually result in absolute sterility. (9) Non-retention of the fertilized ovum. 


A list of 470 causative lesions indicates the complexity of the problem. 
All causes were thoroughly investigated. Specific defects were sought and 
treated. Operative measures were only necessary in 20 per cent of cases. 
The most valuable of these was tubal inflation. Glandular therapy was dis- 
appointing. The results obtained amply compensate for the hours of 
tedious investigation. Several tables indicating types of cases, causes and 
results of treatment are given. A short reference to the literature is 
appended. 


J .Lyle Cameron. 
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Bulletin de la Société Medicale de Quebec. 
No. 2, February 1934. 


*Central rupture of the perineum. “Ls-Philippe Leclerc. 


CENTRAL RUPTURE OF THE PERINEUM. 


The case reported is of interest only on account of its rarity. Vulvo- 
vaginal injuries may be obstetrical or traumatic; the former is usual, the latter 
is extremely rare. A patient of 19 had a precipitate labour, in which delivery 
took place before the surgeon could direct the process. On examination after 
delivery it was found that there was a large star-shaped tear in the centre of 
the perineum. The posterior commissure, the fourchette, the sphincter ot 
the vagina, the anterior wall of the rectum, and the sphincter ani were intact. 
When the anterior margin of the laceration was lifted up, the opening was 
seen to be large enough to admit a fist and formed a communication 
through the perineum and the posterior vaginal wall with the vaginal cavity. 
The posterior part of the laceration was identical with that found in a tear 
of the second degree. In this case the vaginal wall was sutured; then large 
interrupted stitches were inserted, drawing together the tissues ot the perineal 
body, including small bites of the intact rectum. Large stitches were passed, 
which grasped the skin, perineal body and rectal wall: These were tied over 
two pads of iodoform gauze. A small drain leading from the vagina was 
inserted. Recovery was complete and afebrile, the patient leaving hospital 
in 25 days. When seen some months later, there was a very faint trace of 
the tear. The perineum was firm and solid. The vulva and fourchette had 
an almost virginal appearance. 

J. Lyle Cameron. 


Surgery, Gynecology and Obstetrics. 


Vol. lviii, No. 3, March 1934. 


*Relaxation of the pelvic joints in pregnancy. D. Abramson, S, M. 
Roberts and P. D. Wilson. 


Vol. lviii, No. 4, April 1934. 
*Precancer of the cervix. Some pertinent observations on its status. N. 
Freedman. 

*The X-ray measurement of the foetal head’s diameter in utero. An 
accurate technique by means of stercoroentgenometry. S. H. Clifford. 
*The surgical treatment of sterility caused by occlusion of the Fallopian 

tubes. C. C. Norris. 


Vol. Iviii, No. 5, May 1934. 


“The elimination of morphine and quinine in human milk. W. G. 
Terwilliger and R. A. Hatcher. 
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*“Supravaginal hysterectomy. A _ statistical survey of 1,900 cases, with 
special reference to the later development of carcinoma in the retained 
cervix. R. L. Pearse. 

*A plea for prophylactic intervention in the second stage of labour. J. R. 
Goodall. 

“Technique for complete laceration of the perineum. J. E. Johnson. 


RELAXATION OF THE PELVIC JOINTS IN PREGNANCY. 


A preliminary report is made giving the results of studies, which are 
still in progress, at the Boston Lying-in Hospital, on the relaxation of the 
pelvic joint which is a normal accompaniment of pregnancy. 

Relaxation of the symphysis pubis begins in the first half of pregnancy, 
progresses only slightly in the last three months, and is hardly affected by 
parturition. Retrogression begins immediately following delivery and _ is 
generally complete within three to five months. The process of relaxation is 
physiological and is probably the result of hormonal activity. Abnormal 
separation of the symphysis pubis is found in 25 per cent of cases and is 
probably the result of an exaggeration of the normal physiological process; 
trauma plays a part only in rare cases. Symphyseal relaxation brings about 
an increased pubic mobility, and is trequently associated with characteristic 
symptoms resulting from instability of the pelvic joints. Treatment should 
be given to prevent chronic relaxation which is so often responsible for a 
great deal of discomfort to women after they have borne children. The 
obstetrician should include the symphysis pubis in his regular routine 
examination of the patient, both antepartum and at the time of delivery, 
when any abnormal separation can be recognized, 


PRECANCER OF THE CERVIX UTERI. SOME PERTINENT OBSERVATIONS ON ITS 
STATUS. ; 


The author has made a histopathological study of sections of precancer of 
the cervix, not so much to describe the condition as to demonstrate the 
points of relative similarity between it and the earliest cancers. This simi- 
larity causes a confusion in diagnosis and a lack of finality about the existence, 
orientation or description of precancer. It has been proved that a precursory 
stage of cancer exists in the cervix. Cancer is definitely present, and can 
be diagnosed in the cervix from the altered cytology alone, even when there 
is not the slightest downgrowth and the basement membrane is intact. 

Carcinoid conditions in the cervix show an altered cytology which is 
comparable to that found in genuine cancers, hence the confusion in diagnosis. 
Although there is no real scientific histological criterion for carcinoid 
conditions there is a satisfactory means of diagnosis. — 

The general appearance is not suggestive of established cancer, very few 
actual cancer-cells are present and these are single and detached; these 
altered cells are surrounded and separated by too many normal cells, usually 
very similar in type, and there is very little, or no loss of polarity. Vital 
stains offer a good method of diagnosing the earliest cancers and of differen- 
tiating them from carcinoid conditions, as well as a biopsy with the 
microscope. 
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‘THE X-RAY MEASUREMENT OF THE FOETAL HEAD’s DIAMETER IN UTERO. 


A technique of stereoroentgenometry is described by the author, by which 
it is possible to predict the size of the foetal head in utero within 0.3 centi- 
metre in 97 per cent of the cases in which an occipito-frontal or bi-parital 
diameter is present, and in which movement of the head between the stereo- 
roentgenograms has not occurred. Means are described whereby the X-ray 
picture of a measurable diameter of the head can be identified and motion 
of the foetal head between the two exposures can be detected when it occurs. 
Eighty per cent of the vertex presentations and 50 per cent of the breech 
presentations were accurately measured at the first examination. Movement 
of the foetal head between the two X-ray exposures necessary was found to 
account for practically all of the unsatisfactory examinations. 


THE SURGICAL TREATMENT OF STERILITY CAUSED By OCCLUSION Or THE 
FALLOPIAN TUBES. 


The author considers that surgical treatment of sterility should only be 
used when the following conditions are present. The husband must be 
‘fertile, and the woman must be in the child-bearing age. It must be proved 
beyond doubt that both Fallopian tubes are occluded, and any infection 
which may have caused the tubal occlusion, must have disappeared. At 
least one ovary must be functioning. 

In performing the operation the utmost gentleness in handling tissue and 
careful peritonization is important. Only thin, round-pointed needles and 
fine catgut should be employed. Haemostasis is important, but as few 
stitches as possible should be used and, when feasible, these should be buried. 
If there has been no amenorrhoea, the patency of the Fallopian tubes is 
tested by Rubin’s method three months after operation and again six months 
later. If there is a suspicion of pregnancy an Aschheim-Zondek test is 
employed instead. 

The author has performed the operation eight times; there was no 
mortality and there were no abortions. Three patients were delivered by 
spontaneous labour at term and one by an elective Caesarean section two 
weeks before the expected date of confinement. Abbreviated histories of 
the four cases in which pregnancy occurred are given; in one case the 
Fallopian tubes were not diseased, but an operation for: sterilization had 
been performed in conjunction with Caesarean section. 


THE ELIMINATION OF MORPHINE AND QUININE IN Human MILK. 


The authors planned an extensive study of the elimination of various 
alkaloids in the milk of women, but so far they have obtained results with 
only two substances, morphine and quinine. 

Morphine can be extracted from 50,000 parts of milk and identified with 
certainty. A case is given in detail of a woman addicted to morphine, who 
gave birth to an apparently addicted, but otherwise normal infant, which 
developed normally during the administration of small doses of morphine 
or opium during 49 days (and presumably after withdrawal). But there was 
not a trace of morphine found in the mother’s milk. Another case is quoted 
of a woman who received 16 milligrammes of morphine sulphate hypodermic- 
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ally, and after an interval of seven and a half hours, a specimen of milk 
was withdrawn, but it contained only a trace of morphine, if any at all. 

Quinine can be detected in 1,500,000 parts of milk. Five doses, each of 
300 milligrammes, of quinine sulphate were administered orally to two 
women, and seven doses of 640 milligrammes were given to four women. 
Traces of quinine could be detected in the milk in every case, and in one 
instance in that drawn 30 minutes after the administration. None was 
found in milk drawn as late as 24 hours after administration of quinine. 
The amount of quinine secreted in the mother’s milk is too small, however, 
to have any iniurjous effect on the infant. 


SUPRAVAGINAL HYSTERECTOMY. A STATISTICAL SURVEY OF 1,900 CASES WITH 
SPECIAL REFERENCE TO THE LATER DEVELOPMENT OF CARCINOMA IN THE 
RETAINED CERVIX. 


Nineteen hundred consecutive cases of supravaginal hysterectomy per- 
formed between the years 1900 and 1925 inclusive have been reviewed by 
the authors. There were 34 operative deaths, a mortality of 1.7 per cent. 
One hundred and ninety-two patients died later of causes other than 
carcinoma of the cervical stump. Two died of cancer of the cervix which 
was known to be present at the time of operation. Eight hundred and sixty 
patients could not be traced after five years, but of the remaining 810 only 
eight developed carcinoma of the stump, an incidence of one per cent. 

Eighteen per cent whose cervices had not been treated stated that they 
had vaginal discharges, and of those whose cervices had been treated, 12.6 
per cent admitted having discharge. The cause of discharge was most often 
vaginitis. 

The author thinks that unless the mortality from total hysterectomy can 
be shown to be the same or less than that for supravaginal hysterectomy in the 
same type of case, the possibility of later cancer of the cervix should not 
be considered an indication for complete extirpation. In this series, carci- 
noma of the cervix developed later only in cases of previous pelvic infiam- 
mation or fibroids and not once in cases of previous prolapse and _ proci- 
dentia. The cervix should be carefully examined before supravaginal 
hysterectomy is performed and biopsy made ‘on the slightest suspicion. 
Lacerations and erosions, also, should be repaired or cauterized. 


A PLEA FoR PROPHYLACTIC INTERVENTION IN THE SECOND STAGE OF LABOUR. 


The author has drawn his conclusions from his own private work, when 
for ten'years he used a non-interference policy and for another ten years when 
he used prophylactic intervention. He believes that there are four reasons 
for advocating a policy of discriminating intervention, (1) to reduce fatigue 
and prevent exhaustion, (2) to relieve the patient and shorten the labour, 
(3) to minimize the traumatisms of the second stage, and (4) to lessen foetal 
mortality. 

After 10 years of experience of this policy he found that prophylactic 
intervention reduces the amount of damage to the abdominal wall, and that 
there is only a minimal amount of damage to the supports of the uterus and 
bladder, The pelvic floor is completely restored, there is a restoration ad 
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integrum of previous obstetrical damage and a reduction in the number of 
stillborn children. 


TECHNIQUE FOR COMPLETE LACERATION OF THE PERINEUM. 

In this paper the author has chiefly considered the nature of the construc- 
tion of the external sphincter ani, and a method of its reconstruction which 
has not, hitherto, been published. 

The dimple on the perineal skin represents not only the “‘scar tissue’s 
envelopment’’ at the muscular end, but also the torn fascial and tendinous 
insertion of the sphincter muscle’s belly. The first step undertaken by the 
author is the use of this very tissue in the dimple, in the divulsion of the 
sphincter muscle. A suture of number four catgut on a heavy fully curved 
cutting needle is passed through the full depth of both dimples and then 
tied securely, approximating the dimples to each other. This suture being 
larger, has a great primary tort, and will not tear through the fascia, 
muscle or thin anal skin. The muscles are then slowly and carefully 
stretched with a rectal dilator and the suture cut and withdrawn. This 
divulsing procedure paralyzes the muscles for a period of 10 days, and soon 
the muscle assumes its original tone. By means of Barrett’s method of 
perineal repair, rather than the classical method of Emmet or Tait, denuda- 
tion is then proceeded with. The torn or separated fibres and fasciae of the 
levator ani, the bulbocavernosus, the transversus perinei, and the internal 
sphincter are then dealt with in the customary manner, and, lastly, the fascial 
ends of the sphincter muscles are carefully isolated. The author gives a 
warning that any denudation or baring of the ends of the muscle, as recom- 
mended by Howard Kelly, may entirely destroy the function and power of 
the muscles, and that the cap of the fascial and connective tissue on the ends 
of the muscles must be left untouched. The ends of both muscles are picked 
up with a suture of a hard chromic number one catgut, the suture being 
carried through twice on both ends and tied securely, great care being used 
not to strangulate, but merely to approximate the ends. After paring away the 
excess of vaginal mucosa, the subcuticular tissues are sutured with interrupted 
chromic sutures, and finally the mucosa of the vagina and skin are likewise 
approximated. 

C. D. Read. 


La Gynécologie. 
January 1934. 


“Two cases of genital malformation, imperforate hymen and absence ot the 
vagina. M. Favreau. 

*Virilism associated with excessive growth of hair and its causes. L. Langeron 
and A. Dunes. 

Ocular affections of the new-born caused by accouchement. Prof. Thilliery. 

Radiotherapy in its gynaecological applications to functional disorders. R. 
Desplat. 

Haematometra after the menopause. C, Lepoutre. 
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*Torsion of uterine fibroids. L. Courty. 
Sexual abnormalities and mental states. A. Le Grand. 


February 1934. 
*Subacute omental inflammation. M. Reeb. 


Eighth Congress of the Association of French Gynaecologists and 
Obstetricians. 


Two CAsEs OF GENITAL MALFORMATION. 


Cases of genital malformation are sufficiently frequent to be considered 
in cases of sterility, frequent abortion, abnormal presentations and dystocia. 
The author gives clinical accounts of two cases under his care. One, a girl 
of 14, with haematocolpos which had, been treated by inadequate incision of 
the membrane. When seen by him she had an infected uterus and bilateral 
salpingitis. He comments on the dangers of inexpert interference. 

The second case is that of absence of the vagina in a woman of 22 years. 
He discusses the various aspects to be considered in these cases—the tact ot 
inevitable sterility, the psychological aspects of normality, the mortality ot 
an operation, and the question of pseudo-hermaphroditism, which must be 
excluded. In his case the Pozzi technique was employed, a transverse incision 
being made in the median plane between rectum and urethra. Anterior and 
posterior flaps are made and the cavity deepened to eight centimetres. Lateral 
incisions along the labia majora make an incision in the shape ot the letter H; 
the urethra is thus freed. The lateral walls of the newly formed vagina are 
completed by stripping apart the two surfaces of the labia minora, thus gain- 
ing extra mucosal tissue. 


VIRILISM ASSOCIATED WITH EXCESSIVE GROWTH OF HatrR. 


The case of a woman of 31, the mother of two children, is reported. The 
menses suddenly became reduced in amount; hair began to grow on the 
abdomen and thighs; the woman’s character underwent a change, and she 
became asthenic. Neither a renal nor a suprarenal tumour could be detected. 
The pelvic organs were normal. Apart from a rise in the basal metabolic 
rate no general signs of any associated disease were found. Pyelography was 
negative. Treatment with pluriglandular extracts has only alleviated the 
symptoms, during two years. The various causes of virilism are summarized 
and discussed, particularly with reference to their symptoms at different ages. 


TORSION. OF UTERINE FIBROIDS. 


The author chiefly confines himself to axial torsion of the whole uterus 
associated with fibroids. Torsion with fibroids may be acute or chronic; 
torsion of the uterus itself and torsion of a subperitoneal pedunculated fibroid 
may also be acute or chronic. The cause is unknown, but colonic movements 
are not favoured, and either corporeal or muscular movements are more 
probable. Torsion from left to right is more common than torsion from right 
to left. The signs are those of acute abdominal disease, with a pelvic swelling 
which may be impossible to diagnose from an ovarian tumour. In many cases 
ectopic gestation or intestinal obstruction is simulated, 
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_ The mortality in cases operated on is eight per cent, whereas in cases 
not treated operatively it is 63 per cent. In chronic cases haematometra is 
the main sign. 


SUBACUTE OMENTAL INFLAMMATION. 


Professor Reeb points out how from time to time omental masses and 
omental infection simulate gynaecological conditions. He gives an account 
of a patient who had a lump simulating a pyosalpinx on the right side which 
at operation was found to be omental in origin, the genital organs and 
appendix being normal. Culture from pus contained in it showed the presence 
of haemolytic staphylococcus aureus. Epiploitis can be acute or chronic; the 
former alone is discussed. Causes are: (1) Post-operative, particularly in 
cases of hernia with mass ligation of omentum or extensive stripping of 
adhesions. (2) Traumatic. (3) Associated with abdominal visceral disease— 
‘appendicitis, etc. (4) A mass with no history of operation or disease such as 
the author’s case. He thinks such are due to an ascending mild infection at 
the menstrual period, the infection localizing in the omentum. (5) Some 
cases may be due to a subserous lymphangitis. 


R. K. Bowes. 


Gynécologie et Obstétrique. 


Vol. xxix, No. 2, February 1934. 
*The effects of coagulation-diathermy on chronic cervical infection. Chosson 
and Casalta. 
The aetiology, pathology and treatment of pelvic congestion. Castafio. 
*The significance of the trichomonas vaginalis. Kissling. 
The treatment of puerperal infection with serum obtained from the 
umbilical cord. Raphalkes and Koroleva. 
The treatment of intracranial haemorrhoge of the newborn. Slobozianu. 


Vol. xxix, No. 3, March 1934.. 


*Tuberculous meningitis during the puerperium. Fruhinsholz. 

Coagulation-diathermy in gynaecology. Binet and Marcel. 

*The effects on the female genital organs of the acute infectious fevers in 
childhood. Béliaeva and Alexandrova. 

The intravenous injection of pituitrin during a Caesarean operation. 
Bohler and Reiles. 

*The lesions produced by the use of intra-uterine contraceptive pessaries. 
Vignes and Boros. 


THE EFFECTS OF COAGULATION-DIATHERMY ON CHRONIC CERVICAL INFECTION. 


The authors have microscopically examined material obtained at biopsy 
from the cervix at various periods after treatment with diathermy. They 
find that the coagulation-phase, during which necrosis and an intermuscular 
fibrinous exudate dominate the histological picture, persists for eight to 
15 days after treatment. 
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The second phase of regeneration persists for 40 days after treatment. 
This stage is characterized by an intense reaction of the granulation tissue, 
and islets of the Malpighian layer of the squamous epithelium are often 
seen within areas of columnar epithelium. 

The third phase of return to normal commences about 40 days after 
treatment; in this phase there is a complete absence of any inflammatory 
exudate. 


THE SIGNIFICANCE OF THE TRICHOMONAS VAGINALIS. 


Kissling reviews the problem of the pathogenicity of the trichomonas 
vaginalis. The various conflicting opinions are clearly discussed and a 
fairly comprehensive bibliography is appended. His own material is based 
upon 260 examinations of vaginal discharges, in which he has found the 
parasite on 97 occasions—a percentage of 32.3. The detection of the 
characteristic movements in fresh specimens proved the most reliable method 
of diagnosis. 

While the author admits that the parasites may be present without the 
production of any symptoms, the fact that the vaginitis, with which they 
are most commonly associated, presents such characteristic features—a 
foaming grey discharge with a distinctive smell, the presence of small 
erosions, intense pruritus—and the fact that relief is not obtained until the 
vagina is freed of the parasites is, in his opinion, definite evidence of their 
truly pathogenic nature. 

Treatment by antiseptic douches, the application of solutions of mercuro- 
chrome or perchloride, proved ineffective. Satisfactory results were obtained 
with the use of an amoebicide preparation of Bayer called yatren .105, 
containing 26.5 per cent of iodine in organic combination, first introduced 
for the treatment of amoebic dysentery. Pills of yatren .105 were introduced 
into the vagina night and morning for several weeks until the discharge 
became parasite-free. 

In support of the specific nature of this form of treatment the author 
states that such treatment, while outstanding in its curative effects on 
leucorrhoea associated with the trichomonas, does not have any effect upon 
other types of leucorrhoea. Relapses are common and must be anticipated. 
In the author’s cases the parasite affected women under 35 years of age 
predominantly, and in two cases it was associated with the gonococcus. 


TUBERCULOUS MENINGITIS DURING THE PUERPERIUM. 


Four cases of puerperal meningitis are described. In two of the cases, 
however, the evidence for the tuberculous nature of the lesion is 
inconclusive. Fruhinsholz considers that pregnancy and parturition have a 
definite effect in determining the onset of meningitis in a patient with a 
pre-existing tuberculous focus. He distinguishes two types of onset, the 
delayed which is commoner, beginning six weeks after delivery; and the 
early, developing during the second or third week of the puerperium. 


Tue EFFECTS ON THE FEMALE GENITAL ORGANS OF THE ACUTE INFECTIOUS 
FEVERS IN CHILDHOOD. 
The paper is based upon the findings at autopsy in go cases of acute 
infectious fevers in female children. Changes were found in the genital 
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organs in nearly every case, but no specific or characteristic changes were 
found for any given infection. A uniform injection of the pelvic organs 
was the most constant finding. The epithelium of the Fallopian tubes, 
uterus and vagina showed desquamation, and the walls presented punctate 
haemorrhages and patchy round-cell deposits. Such lesions, although 
undoubtedly in the main transitory, certainly may be held responsible for 
some of the cases of atresia met with in adults. 

The most striking changes were those observed in the ovaries. In a 
large number of cases the primordial follicles were found to have undergone 
widespread and often advanced degenerative changes. The riper follicles 
were very little affected. Cystic change was present in 68 of the go cases, 
and is explained by the authors as a compensatory change. This observation 
of the greater susceptibility of the primordial follicles, compared with the 
mature follicles, would seem to conflict with the view of those who regard 
- temporary sterilization by the X-rays as being due to degenerative changes 
induced in the riper follicles, not to changes in the primordial follicles. 


THE LEsIONS PRODUCED BY THE USE OF INTRA-UTERINE CONTRACEPTIVE 
PESSARIES. 


The authors review and discuss the various complications which have 
been described during the use of intra-uterine contraceptive appliances, 
particularly Grifenberg’s ring. A list of 385 cases is given; the complication 
in most of these cases was pelvic infection; but 62 cases were complicated 
by infected abortion and four by ectopic gestation. In these cases the 
pregnancies had commenced after the insertion of the pessaries. 

The authors unreservedly condemn their use, giving as reasons the 
danger of infection or perforation of the uterus, the spread of infection to 
neighbouring organs from an already infected uterus, the difficulty encoun- 
tered in their insertion and extraction, and, lastly, the incomplete security 
afforded by their use. ' 

P. Malpas. 


Revue Francaise de Gynécologie et d’Obstétrique. 


January 1934. 
*Actinomycosis of the female genital organs. Prof. C. Daniel and D. 
Mavrodin (Bucharest). 


February 1934. 
Cervical dystocia. P. Delmas (Montpelier). 
Treatment of severe haemorrhage from placenta praevia. J. Coll de Carrera. 
Haemorrhage in early pregnancy. E. Brémond. 
Connective tissue necrosis due to obstetrical trauma in the new-born. P. 
Henriet. 

March 1934. 
Placenta praevia in Algiers. A. Laffont and H. Fulconis. 
Oil ebmolism in hysterosalpingography. E. Macias de Torres, 
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ACTINOMYCOSIS OF THE FEMALE GENITAL ORGANS. 


This article is a masterly review ot the 77 cases recorded in the literature 
up to the beginning of 1933. The aetiological points of interest raised 
include an age incidence from 15 to 64 years. Pregnancy seems to have an 
inhibiting eftect on the advance of the disease, although a tew cases are 
regarded as cases ot puerperal infection. 

No case of congenital infection is on record, and no case of pregnancy 
subsequent to cure of genital actinomycosis has occurred. Traumatism seems 
to have played a part in three of the cases. In two ot these the trauma 
was provided by a long-retained contraceptive apparatus, and in the other 
by instrumentation to produce abortion. Although the relation between an 
occupation involving contact with cereals, and the disease is clear in some 
cases, it is not so in the majority. The frequency of the disease 1s estimated 
to be one thirty-sixth of that of tuberculosis of uterus and appendages. The 
order of frequency of intection of the various parts of the genital tract is 
ovary, Ovary and Fallopian tube, parametric tissue, uterus, vulva, and finally 
the Fallopian tube alone. 

Primary genital actinomycosis was present only in 10 of the 77 cases, and 
these included all three vulval cases. Secondary infection accounts tor the 
majority. In one case a blade trom a barley spike was found in the ovary, 
having traversed the intestinal wall. Extension via peritoneal adhesions 
from the affected intestine and extension via the sub-peritoneal connective 
tissue, together account for a majority of the genital infections. Intection 
from the blood-stream may occur but the lymphatic route is not taken by 
the organism. 

Pathology. The microscopic pathology is that of actinomycosis in general. 
A detailed account is given of the gross appearance of the various genital 
organs affected by the disease. There is the same tendency, seen elsewhere, 
to the formation of either a suppurative or a sclerotic type of lesion, depend- 
ing on the degree of resistance of the patient and the vitality of the parasite. 
The former type shows a tendency to the formation of fistulae and sinuses. 
The sclerotic type of disease indicates the defeat of the parasite by its host. — 

Clinical Study. The symptoms are indistinguishable from those caused 
by a non-specific or a tuberculous inflammation. At times the onset is 
acute and presents signs of peritonitis. In open forms the characteristic pus 
or the spontaneous formation of a fistula may indicate the diagnos‘s. Pain, 
in some locality, is almost constant and a number of cases simulate appendi- 
citis. Leucorrhoea is a frequent symptom. Metrorrhagia is rare, although 
in one case it was the chief complaint, 24 years after the menopause. 
Amenorrhoea and oligomenorrhoea occurred more frequently. Menorrhagia 
is not common. Constipation and diarrhoea occur with equal frequency. A 
raised temperature is always present, and if this is a marked feature it 
indicates the presence of suppuration. Whatever the combination of these 
early symptoms, sooner or later the cases divide themselves into a group with 
an ileo-caecal tumour and a group with chronic salpingitis which shows no 
tendency to resolve. The formation of sinuses and fistulae is a feature of 
both groups at a late stage. Laboratory examination of the blood shows 
a leucocytosis, an anaemia, and a reduction of haemoglobin, and that the 
sedimentation time of the red cells is increased. 
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Diagnosis. In the closed or sclerotic form clinical diagnosis is rarely, 
if ever, made. In the open form an oft-repeated examination of the dis- 
charge may be required before the diagnosis is established. 

Prognosis. A cure by medical or surgical methods is possible, but excep- 
tional. In most cases extension occurs and may reach the intervertebral 
discs as well as the various pelvic viscera. Fistula-formation is frequent, 
and sinuses may form on the abdominal wall, the perineum, and the buttocks 
via the great sciatic notch. A case is recorded with three sinuses in front 
and three behind, 

General dissemination of the parasite via the blood-stream may occur and 
there are cases showing hepatic abscess and pulmonary abscess. ‘Ln one case 
thrombosis of the pelvic veins led to gangrene of the leg. Recurrence, atter 
apparent surgical cure, may take place up to several months. One patient 
was regarded as a complete cure after eight operations. Secondary infection 
causes the disappearance of the parasite from the discharge. In the series 
under review only seven cures can be found. 

Treatment.—Complete extirpation is the treatment of election when 
localization of the lesions renders it possible. A partial operation has occa- 
sionally given a good result. Next to surgery iodine gives the most hopeful 
outlook. There is a wide variety of forms in which it may be exhibited. 
Protein therapy is a valuable adjunct to the above forms of treatment. 
Physical methods of treatment of value include sunlight, ultraviolet light, 
X-rays in small or large doses, and radium. [Iodine treatment is more 
effective if X-rays are given at the same time. Radium has been used once 
and with good effect in the treatment of parametric sinuses. The article ends 
with a detailed account of 66 recorded cases. 

R. L. Dodds. 


Bulletin de la Société d’Obstétrique et de Gynécologie de 
Paris, etc. 


No. 2, February 1934. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS. 
A case of bilateral ovarian carcinoma. de Groot. 
A note on spinal anaesthesia. Marmasse. 
*Observations on the radiological treatment of malignant ovarian tumours. 
Joly. 
“An enormous adherent ovarian cyst. Lapeyre, Mendez-Llamozas. 


REUNION OBSTETRICALE DE LILLE. 
*Haematometra in a virgin aged 67. Lepoutre. 
A case of pseudo-achondroplasia. Favreau. 
Early eclampsia; vaginal Caesarean section. Paucot. Gellé. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE LYON. 
Utero-placental haemorrhage. Rigal. 
Two cases of anencephalus diagnosed by the X-rays. Trillat. 
Three cases of double uterus. Morel, Barbier. 
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Placenta praevia in a primigravida. Voron, Pigeaud. 

Rupture of the uterus during emergency extraction under spinal anaesthesia; 
hysterectomy and recovery. Bonnet, Desjacques, Bucher. 

A fatal case of peritonitis due to perforation of a chorion-carcinoma. 
Gonnet, Dargent, Morel. 

Partial rupture of a previous lower segment Caesarean scar during labour. 
Eparvier. 

Locked heads in a twin labour causing dystocia. Pizzéra. 


REUNION OBSTETRICALE ET GYNECOLOGIQUE DE NANCY. 


Torsion of a large ovarian cyst three weeks after delivery. Hamant, Chalnot. 
Torsion of the Fallopian tubes. Hamant, Vichard. 

Acute parotitis of the new-born; septicaemia and death. Vermelin. 
Simultaneous bilateral ectopic gestation. Guillemin. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE STRASBOURG. 


Mesenteric infarction and ileus in the puerperium. Ginglinger. 
Subacute inflammation of the omentum. Reeb. 

Fibroids arising from the cervix. Keller. 
*An intraligamentary dermoid cyst of the round ligament. Fournier. 


OBSERVATIONS ON THE RADIOLOGICAL TREATMENT OF MALIGNANT OVARIAN 
TUMOURS. 


Joly’s observations are based upon 36 personal cases of malignant ovarian 
tumours. He considers surgical treatment is always indicated as an initial 
procedure. Even if radical removal of the growth is found impossible, as 
much as possible should be resected to minimize the toxic effects produced by 
subsequent irradiation from necrosis of the cells of the tumour. In his 
opinion the risk of disseminating the growth by partial excision is also 
similarly shared by X-ray treatment, which opens up all the blood-vessels in 
the vicinity of the tumour. Apart from seminomata of the ovary, which 
are uniformly radio-sensitive, malignant ovarian tumours vary enormously 
in their response to radiation. 

Cases associated with ascites react to radiological treatment better than 
those without ascites, with the possible exception of pseudomucinous cysts 
associated with pseudomyxoma peritonei, which are definite!y radio-resistant, 
The best time to commence irradiation is about three weeks after operation. 
The author disapproves of paracentesis to remove the ascitic fluid. He has 
seen two severe reactions after this procedure. The dosage of X-rays must 
be regulated by the degree of general reaction produced by each treatment. 


HAEMATOMETRA IN A VIRGIN AGED 67. 


The haematometra was caused by a small fibroid occluding the uterine 
cavity at the level of the internal os. The woman was 14 years past the 
menopause and the only symptom of the condition was slight bleeding for 
eight days. At operation free blood was found in the peritoneal cavity. The 
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Fallopian tubes were normal; the author does not record the condition of the 
ovaries. Total hysterectomy was performed. There was no evidence of 
carcinoma or ulceration of the cavity of the uterus. 


SIMULTANEOUS BILATERAL Ectopic GESTATION. 


The left Fallopian tube was found to contain a recent mole with a well- 
marked decidual reaction and definitely recent villi. The right Fallopian 
tube presented a smaller mole showing altered blood-pigment, fibrous tissue 
and traces of old decidual cells. The left ovary contained a recent corpus 
luteum; the right ovary did not contain any luteal tissue. From the history 
it appeared that a period of one or two months separated the formation of the 
two ectopic moles. 


AN INTRALIGAMENTARY DERMOID Cyst OF THE RouNpD LIGAMENT. 


The cyst was found to interrupt the continuity of the round ligament, 
which blended completely with the walls of the cyst. After division ot the 
round ligament on either side the cyst was readily shelled out without the 
discovery of any pedicle. Fournier points out the extreme rarity of cysts 
of the intraperitoneal portion of the round ligament and, indeed, has been 
unable to find any other described instance of a dermoid cyst developing 
in this situation. 


P. Malpas. 


Archiv fur Gynakologie. 


Band clv, Heft 1. 


In memory of Otto Sarwey. R. Schroder. 

The circulatory apparatus in myomata. R. T. v. Jaschke. 

Further experimental researches concerning the action of the thyreotropic 
hormone of the anterior lobe of the pituitary. G, Déderlein. 

Experimental modification of the suprarenal cortex of the guinea-pig by 
anterior pituitary hormone. F. Schenk. 

The mode of action of gonadotropic substances on the ovary. S. Aschheim. 

Brenner’s tumours. R, Freund. 

“Concerning the question of the malignancy of recto-uterine endometriosis. 
Radical operation or X-radiation, H. Albrecht. 

Histological structure and radiosensibility of carcinoma of the cervix. H. O. 
Kleine. 

*Eclampsia, a pituitary disease. E. Fauvet. 

Castration-obesity. K. W. Schultze. 

The morphological and functional distinctiveness of the granulosa-blastoma. 
K. O. Kleine. 

Contributions to the problem of carcinoma. Part 7. Potassium and 
calcium in the tumour and in the serum. H. Guthmann, H. Winkler and 
N. Grzimek. 

Concerning the part played by the decidua in foetal metabolism. B. Szendi. 

Artificial endometriosis. H.H. Schmid. 
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The influence of sex-gland hormones on the fecundity of hens. W. Schoeiler 
and M. Gehrke. 

Studies in the pathological anatomy of placenta and their clinical value. 
H. O. Neumann. 

Hydatidiform mole and hormonal balance. Hormonal analyses in a case 
of marked hydropic placental degeneration with surviving foetus; together 
with a note concerning the biology of hydatidiform mole. E. W. Winter. 

Experimental studies concerning the problem of endometriosis. O. 
Brakemann. 


CONCERNING THE QUESTION OF THE MALIGNANCY oF ReEcto-UTERINE ENDo- 

METRIOSIS. RapIcAL OPERATION OR X-RADIATION? 

Referring to a recent article in which Seitz has contended that the ‘‘clinical 
malignancy’’ of endometriosis of the rectovaginal septum calls for its treat- 
ment by radical operation, Albrecht summarizes the details of some 350 cases 
from the literature of all countries and comes to the following conclusions. 
Truly radical operation would be more extensive than Wertheim’s operation, 
and would demand enterectomy: although such operations have been done 
in a tew cases, successfully and without recurrences, they are unjustifiable. 
Even simple total extirpation is fraught with considerable technical difficulties 
and has a not inconsiderable mortality. Disappearance of endometrioid tissue 
left after total extirpation is the rule, and in the exceptional cases to the 
contrary has been attained, almost invariably, by subsequent radiotherapy. 
Since the neoplasm is profoundly dependent on ovarian tunction (as shown 
by its regression in the natural or artificial menopause) the simplest and 


safest treatment consists in destroying ovarian activity, by X-radiation. 
Temporary enterostomy may be required when there is stenosis of the rectum. 
For painless isolated infiltration of the septum only observation is called for. 
The cures effected by X-radiation in many cases of advanced inoperable 
rectovaginal adenomyosis are described in some detail. 


A Pirurtrary DISEASE. 


According to Fauvet the oedema-nephrotic and eclamptic symptom- 
complexes are characterized chiefly by morbid conditions of (1) retention and 
excretion of water, (2) the vascular system: both the morbid conditions are 
explicable as due to altered conditions of the hormonic activity of the 
posterior lobe of the pituitary gland, and pharmacological experiments sup- 
port this view. The sole clinical feature of eclampsia, which it is not 
possible to reproduce by pituitary treatment, is the convulsion. In non- 
morbid pregnancy evidences are shown of excessive pituitary function which 
are comparable with those found in pituitary diseases in non-gravid women. 
Fauvet adduces experimental evidence that posterior pituitary hormones are 
important in inducing lactation. Evidence is quoted from Hoffmann and 
Anselmino that there is an increase of hormones in the blood of eclamptics 
affecting water-balance and blood-pressure. In correspondence with these 
views the treatment of eclampsia and pre-eclampsia consists chiefly in 
(1) administration of thyroxin, which is effective, as Kiistner has shown, in 
the oedemo-nephrotic but not in the hyperpietic type of case; (2) giving 
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hypotics, of which pernocton is the best. ‘‘We are, therefore, justified in 
regarding eclampsia, with its oedemo-nephrotic and vasopressor components 
as a disease attributable to pathological over-function of the pituitary.”’ 


Band clvi, Heft 1 and Heft 2. 


These numbers contain the Proceedings of the Twenty-third Congress of the 
German Gynaecololgical Society, held at Berlin from October 11th to 
October 14th, 1933. 


The chief subjects of discussion were: (1) Gynaecological Bleedings, (2) 
Eugenic Operations. (3) The Early Diagnosis and Elective Treatment of 
Carcinoma of the Cervix. From some 400 pages of the proceedings the 
following are abstracted. 


THE TREATMENT OF GLANDULO-CysTic HYPERPLASIA OF THE ENDOMETRIUM, 

by H. Runge. (p. 27). 

This condition constitutes the largest group of the atypical bleedings. 
Treatment must commence by curettage, to exclude carcinoma ot the uterine 
body. In patients in the fifth“decennium X-ray castration is the method of 
choice. It is always successful, but one or two copious menstruations may 
follow before amenorrhoea is established: accordingly in very anaemic patients 
it may be advisable to destroy the endometrium by the intra-uterine insertion 
of radium, not too highly screened. In glandulo-cystic hpyerplasia in the 
pre-climacteric age recurrences must be expected in 75 per cent of cases and 
hormonal therapy is called for. Injections of corpus luteum or those of a 
luteinizing agent (prolan) are available, as a substitution-therapy and a 
stimulation-therapy respectively. The commonly used commercial prepara- 
tion of corpus luteum is uncertain in action and not truly standardized. One 
injection of prolan (2,000 rat-units) stops the bleeding, either at once or after 
some seven days. Some patients require, in addition, small doses of thyroxin. 
The younger the patient the more likley is a recurrence, which calls for a 
second curetting. Secondary anaemia is now less to be feared than formerly, 
for it responds to transfusions of blood, especially those of blood from pregnant 
women. The efficacy of such blood, ascertained empirically, is now known to 
be due to its hormonal content. In Runge’s recent experience radical opera- 
tion for glandulo-cystic hypertrophy has not been necessary: prolonged 
conservative treatment leads to the cessation of excessive bleeding with preser- 
vation of the powers of conception and child-bearing. 


CONSERVATIVE SURGERY OF Myomata, by M. Henkel. (p. 72.) 


In considering conservative surgery it is to be remembered that in many 
myomatous patients the onset of the menopause is deferred for some five 
years; 40 per cent reaching the climacteric after the age of 50. In diagnosis 
hysterography and other intra-uterine interventions should, as a rule, be 
avoided if vaginal removal is contra-indicated by the large size of the tumour. 
The curette, although useful in assessing the configuration of the cavum, 
should not be used to scrape over a submucous myoma: infection may easily 
follow, especially if the cavity is distorted. If the curette reveals irregulari- 
ties, anterior colpo-hysterectomy follows: this diagnostic technique gives 
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better results than hysterography. Abdominal operation is called for in the 
great majority of cases. Even when a large submucous myoma is present the 
cavum is usually sterile, and conservative abdominal operation must not be 
preceded by intra-uterine operations of any sort; if this rule is followed, open- 
ing the uterine cavity from the coelom is not dangerous. The abdomen being 
open, the knife should not be used until an exact anatomical idea of the 
relations of the tumour or tumours has been formed. Henkel is strongiy 
opposed to enucleation without removal of the capsule, which is ill-adapted 
to wound-healing and contains small myomatous nuclei from which other 
myomata may subsequently develop. He recommends excision of the tumour 
with the capsule, through two joining contralateral incisions: removal ot 
part of the uterine wall is necessary in the case of large myomata, especially 
submucous ones, and opening the cavum is without importance provided that 
correct technique is used in suturing it. Troublesome haemorrhage does not 
occur and more than one wound need never result after a well-planned 
operation. Excisions of uterine tissue in order to avoid leaving an unduly 
bulky uterus are unnecessary and unjustifiable. Of the author’s 1,460 
myomatous in-patients 51.8 per cent had radical operation, 16.6 per cent 
conservative operation, in 12.3 per cent the uterus was curetted, and in 16.1 
per cent curettage was followed by X-radiation. One death occurred among 
the 242 conservative operations, including 188 laparotomies. Henkel cites 
four cases in which live birth followed operations for myomata with removal 
of a large section of the uterine wall. 


EuGENIc (STERILIZING) OPERATIONS, by L. Seitz. (p. 128.) 


Seitz regards it as a matter for rejoicing that the recent legal alterations in 
Germany authorizing and prescribing sterilization for certain hereditary 
diseases, have removed from gynaecologists the responsibility of declining to 
conduct sterilizing operations in cases in which common sense and humanity 
condemn the repeated production of defective offspring. (The decision now 
lies with a special medico-legal tribunal.) The risk of tubal ligature (vaginal 
or abdominal), although greater than that of vaso-resection or vaso-ligature, 
is small and no fatality appears to have been reported as yet. No tupai 
sterilizing operation can be guaranteed to prevent future pregnancy: the 
40 recorded cases of non-success include all sorts of operations, but that of 
complete removal of the Fallopian tubes with excision from the uterine 
isthmus and careful suture seems most nearly certain. So far sterilizing 
operations judicially ordered, have only been done in adults, but the German 
Act, although not specifically mentioning, seems by inference to contemplate 
intervention before puberty. In the female Seitz regards the age of choice 
from 12 to 15 years. The new law does not authorize sterilizing operations 
in cases of existing pregnancy in subjects of hereditary disease. 


RADICAL OPERATION IN ELECTIVE TREATMENT OF CARCINOMA OF THE CERVIX, 
by F. Mikulicz-Radecki. (p. 266.) 
The writer reckons that ‘‘elective treatment,’’ in which operation is done 
in operable cases and irradiation in others, gave in 5,900 cases 24.5 per cent 
of cures, and is, therefore, preferable to an exclusively operative or exclu- 
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sively irradiative therapy. The superiority of operation in operable cases is 
due less to biological than spatial considerations: it removes carcinomatous 
foci in the parametrium which are insensible to X-radiation and inaccessible 
to the application of radium. Simple hysterectomy is ineffective, since 
apparently very early cancer ef the portio may have already led to para- 
metrial metastases: supplementary radiation cannot replace extirpation of 
the parametria. A similar measure of success follows abdominal and vaginal 
radical operations: the latter are preterable, having a lower mortality. 
Removal of glands is not of paramount importance. Operation is generally 
preferable in young or pregnant patients. Post-operative X-radiation is 
always called for: post-operative radium-therapy is useful after vaginal 
radical operation. By pre-operative radium treatment, in not too high doses, 
a limited number of apparently inoperable cases can be made operable. 


RADIO-THERAPY IN ELECTIVE TREATMENT CF CARCINOMA OF THE CERVIX, by 
H. Eymer. (p. 268.) 


Eymer quotes the following figures from Heidelberg, where operative 
treatment has been, to all intents and purposes, abandoned since 1913. From 
1913 to 1924, 446 cases, with an operability rate of 41.5 per cent, gave 21.5 
per cent of cures: from 1925 to 1928, 191 cases, with 63.3 per cent operability 
rate, gave 29.7 per cent of cures. The total series of 637, of which 48 per 
cent were operable, gave 23.9 per cent of cures. In elective treatment, in 
which all inoperable cases are referred for radiotherapy, at least 10 per cent 
of these are cured. Radiotherapy is attended with an average mortality of 
2.3 per cent. 


W. E. Crowther. 


Zentralblatt fir Gynakologie 


No. 11, March 17th, 1934. 


*Improvement in the technique of the incision and delivery in lower segment 
Caesarean section by the use of the isthmus compressor, a curved incision 
and Willett’s forceps. H. Fuchs. 

*Metatastic ovarian carcinoma of intestinal origin with metastasis in the 
vagina. E. Klaften. 

Disturbance of the course of labour by a myoma. E. Coester. 
A rare case of incarcerated cystocoele. W. Jelinck. 
An investigation into trichomonas vaginalis in Japanese women. K. 
Fukushima. 
No. 12, March 24th, 1934. 


The treatment of dangerous venous bleeding of the bladder. A. Bauereisen. 
Urethral calculus removed by the vaginal route. St. Szenteh. 

The bladder after radiation therapy of uterine cancer. W. Korchow. 

*The treatment of urinary incontinence in the female. E. Santi. 

Functional and radiological findings after ureteric suture. A. Esat. 
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Sequel to my article, in Zentralb. f. Gynikol., 1933, No. 18, ‘‘On the ques- 
tion of induced premature delivery and sterilization by Porros’s method in 
pyonephrosis due to renal calculi.’” H. Hellendall. 


No. 13, March 31st, 1934. 


Difficult differential diagnosis and extraordinary findings in a large uterine 
polypus. P. Caffier. 
Trichinosis, a rare cause of pyrexia in the puerperium. O. Wallis. 
Over-sexuality improved by the ultraviolet rays. A. Mandelstamm. 
The determination of sex in human beings. O. Schéner. 
*The diagnosis of extra-uterine pregnancy by means of the Aschheim-Zondek 
reaction for pregnancy. Svet. S. Barjaktar. 


No. 14, April 7th, 1934. 
*The question of congenital damage by the X-rays. H. Martius. 
A reply to the article on ‘‘Elective therapy in cervical carcinoma,’’ by F. 
v. Mikulicz-Radecki (Zentralb. f. Gynikol., 1934, No. 1). 
The genesis of amiotic adhesions and malformations. B. Ottow. 
Mummification in a case of extra-uterine pregnancy. M. A. Hady. 
The scalp forceps method of Prof. C. J. Gausz. B. Kaminsky. 


No. 15, April 14th, 1934. 

*Carcinoma of the uterus resembling sugar-icing. F. v. Mikulicz-Radecki. 
Weak uterine contractions and their enumeration. Giinter K. F. Schultze. 
Change of sex from the arrhenoblastomata. H. Derichsweiler. 

Progressive lipo-dystrophy during pregnancy. J. Granzow. 
Cartilaginous tissue in the uterine mucous membrane. Fr. Isbruch. 


No. 16, April 21st, 1934. 


The capacity of the family doctor for operative obstetrics. G. Winter. 

The clinical findings and pathogenesis of menstrual shedding of the endo- 
metrium. H. U. Hirsch-Hoffmann. 

Obstruction of the small intestine with gangrene treated by operation follow- 
ing a previous Doleris operation. P. Caffier. 

A further contribution to the question of activation of the thyroid gland by 
pregnancy-serum and extract of pregnancy-urine. F. Schenk. 

The diagnosis of trichomona. W. Bender and O. Hettche. 


No. 17, April 28th, 1934. 

Death from eclampsia. P. Caffier. 

The recognition of thorocopagus. Ake Ryden. 

*The repeated disappearance of the liquor amnii in the human ovum G. 
Albano. 

*The prognosis in manual removal of the placenta and uterine exploration 
after delivery in and outside the clinic. J. Granzow. 

A case of sarcoma of the isthmus uteri, with some remarks on the pathology 
of the isthmus. R. Joachimovits. 


633 


Be 

42 

a 

| | 

| = 

} 

| 

| 

| 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


No. 18, May 5th, 1934. 


The configuration of the foetal head as a result of birth. M. Henkel. 

The birth, the pathological characteristics, and the anatomical character- 
istics of a rare monster. M. C. B. v. Ochssee. 

The action of ovarian hormone and the hormone of the anterior lobe of the 
pituitary gland on the cell picture of the hypophysis after castration. H. 
Baniecki. 

Silver nitrate tablets of standard dose. G. Weidenbaum. 

*Pregnancy and labour in women subject to morphinism. E. Menninger- 
Lerchenthal. 


No. 19, May 12th, 1934. 


Reactivation of human senile ovaries. A. Westmann. 

The biological action of the hormones in luteal cysts in cases of vesicular 
mole and chorion-epithelioma. H. Siegmund. 

The form, origin and possibility of influencing the leucocytes in the new- 
born during the first days after birth. E. Ehrenfeld. 

Fundamental balneology in gynaecology. W. Engelman. 

Caesarean section and myoma. L. Schack. 


IMPROVEMENT IN THE TECHNIQUE OF THE INCISION AND DELIVERY IN LOWER 
SEGMENT CAESARAEAN SECTION BY THE USE OF THE ISTHMUS-COMPRESSOR, 
A CURVED INCISION AND WILLETT’S FORCEPS. 


Fuchs refers to the difficulties occasionally encountered in the performance 
of lower segment Caesarean section, when free bleeding may obscure the 
field of the operation, and difficulty in delivering the foetus through the 
uterine incision may lead to danger to the foetus and tears of the uterine 
wall. He has found pressure with the isthmus-compressor of Victor Bonney 
useful in making a small transverse incision through the lower uterine segment 
down to the foetal head. The scalp'is then grasped by Willett’s scalp forceps 
and the foetal head drawn tightly against the uterine incision, while the 
isthmus-compressor is slipped over the handles of ‘the scalp-forceps and 
removed. After the removal of the compressor the uterine incision is en- 
larged by curved upward extensions at either end to allow just sufficient room 
for the passage of the head. By this procedure all the stages of the operation 
are clearly in view and there is no danger of a lateral tear of the uterine 
wall or damage to the foetus. 


METASTATIC OVARIAN CARCINOMA OF INTESTINAL ORIGIN WITH METASTASIS IN 
THE VAGINA. 


Klaften describes the case of a patient of 23 years who was examined on 
account of severe pain in the lower abdomen. At the examination she was 
found to be tender and resistant in the caecal region; the Ovaries were en- 
larged and hard; thickened plaques were found in the posterior vaginal vault. 
In view of a history of increasing constipation a diagnosis of carcinoma of the 
large intestine was made and one vaginal nodule was removed for histological 
examination. Microscopic examination confirmed the diagnosis and laparo- 
tomy was undertaken. At the operation a large growth arising in the ileo- 
caecal region was found to be extending into the omentum, peritoneum and 
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ovaries; it could not be removed. A small piece of the omentum was excised 
for examination and its characteristics were found to be the same as those 
of the piece of tissue removed from the vagina. 

The writer records this case because of the rarity with which metastatic 
growths from the intestine involve the vaginal wall. 


THE TREATMENT OF URINARY INCONTINENCE IN THE FEMALE. 


Santi describes a method he has employed for the treatment of those 
cases of urinary incontinence in which the urethra has been displaced by 
previous childbearing. In principle his method aims at the lengthening of 
the urethra and at producing a curved canal. To gain this end he makes use 
of the mucous membrane between the external urethral orifice and the base 
of the clitoris to fashion an extension of the existing short female urethra. 
He makes a semi-circular incision behind the orifice and from either end of 
this he makes horizontal straight incision. From the middle of each horizontal 
limb he makes a vertical incision te the level of the base of the clitoris and 
then bends outwards to the level of its tip. The edges of the incisions are 
then undercut. In conclusion the edges are sewn together in two layers, 
care being taken with the deeper suture that the edges are inverted and that 
no suture comes in contact with the surface of the canal. While using a 
sound or gum-elastic catheter as a frame over which to fashion the prolonga- 
tion of the urethra the writer finds is unnecessary to leave a, self-retaining 
catheter in the bladder or to catheterize the patient after operation. When 
there is any difficulty in emptying the bladder the patient should be turned on 
to her face, when she will be able to micturate. 


THE DIAGNOSIS OF EXTRA-UTERINE PREGNANCY BY MEANS OF THE ASCHHEIM- 
ZONDEK REACTION FOR PREGNANCY. 


Barjaktarovic refers to the help afforded by Aschheim’s and Zondek’s test 
in determining the presence or absence of pregnancy in cases of difficult pelvic 
diagnosis. In cases in which the patient is known to be pregnant and has a 
slightly enlarged uterus and an adnexal tumour, it is clincally difficult to 
determine whether the pregnancy is in the uterus with concurrent adnexal 
disease, or whether the pregnancy is extra-uterine with secondary uterine 
enlargement. In these cases the writer claims to be able to determine 
whether the pregnancy is intra-uterine or extra-uterine by the character of 
the Aschheim-Zondek reaction carried out with female hares. 

When the pregnancy is intra-uterine the reaction is strongly positive with 
profuse follicular haemorrhages; when it is extra-uterine the haemorrhages 
into the follicles are less marked and the hyperaemia of the whole genital 
tract, which is very marked in the former case, is entirely absent. When 
the extra-uterine ovum has died the reaction is very faint or negative. He 
examines the hares’ ovaries 36 to 48 hours after the intravenous injection of 
the specimen of morning urine. 

Assuming, as the writer does, that the urinary hormone arises from 
chorionic tissue, not from the anterior lobe of the pituitary gland, he explains 
the variation in reaction upon the good or bad development of the embryonic 
trophoblast. The writer has been successful in making the correct diagnosis 
in more than 100 cases of intra-uterine pregnancy and in 26 cases of extra- 
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THE QUESTION OF CONGENITAL DAMAGE BY THE X-RAYS. 


Martius refers to the resolutions come to by the Bavarian Eugenic Society, 
in September 1931, and the joint meeting of the Bavarian Society of 
Obstetrics and Gynaecology with the Bavarian Society of Radiology, in 
February 1932, on the gubject of the risk to posterity from radiation of the 
genital glands. Following these statements a committee representative of 
the German Society of Eugenics and the German Society of Radiology met 
in Géttingen in March 1933 and came to the conclusion that the results ot 
radiative experiments upon plants and animals could not be ignored, even 
though our present knowledge with regard to human beings was minimal. 
This committee considered that further investigation was necessary in two 
directions, first, to discover what dose is harmful to the hurnan reproductive 
glands, and, secondly, whether more harm results from one large dose or from 
repeated small doses of X-rays. Finally a standing committee of investiga- 
tion has been set up under the chairmanship of Exzellenz Schmidt-Ott to 
continue the experiments on animals and to endeavour to apply the results 
obtained to the human organism. This committee started working in 
September 1933 to obtain records of existing ‘‘Roentgen children.”’ 

Until more is exactly known of this question of damage to the reproductive 
cells it is strongly advised that great care should be taken to shield the 
reproductive glands when X-ray examinations are undertaken for diagnostic 
purposes on definite medical indications. Further, the work with the X-rays 
and radium should be confined to those having special experience and train- 
ing in this branch in order to minimize dangers which are not now clearly 
understood. 


CARCINOMA OF THE UTERUS RESEMBLING SUGAR-ICING. 


v. Mikulicz-Radecki describes two cases in which sugar-icing carcinoma, 
as described by Carl Ruge, occurred in old women; one was under his own 
_ care and the other under Winter’s care in 1909. Since the original descrip- 
tion of this condition by Ruge 50 years ago only 30 cases have been recorded. 
It essentially consists of the spread of a carcinomatous squamous epithelium 
over the whole lining of the uterine cavity, and has been explained by Opitz 
as being the result of simultaneous disease of the body and cervix of the 
uterus; v, Franque and Robert Meyer consider that the growth must begin 
either in the cervix or in the body of the uterus. 

In the first case here described the patient was, at the age of 63 years, 
treated by radium and X-rays for cervical carcinoma, which on histological 
examination was found to be a squamous epithelioma. The following year 
both parametra were treated with X-rays on account of thickening which 
was considered to be a recurrence of the growth. At this time the cervix 
was apparently healthy. Eighteen months after the first observation the 
uterus was found to be enlarged, and it grew steadily larger until its removal 
six months later. The patient remained well for nine months when she was 
again treated with radium for slight thickening round the cervical stump, 
which had been left. This was followed by a fistula from a loop of small 
intestine which was adherent to the scar; the patient in all other ways 
remained well. The specimen was one of an enlarged uterus entirely lined 
by squamous epithelioma, extending down into the upper part of the cervical 
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canal. In the uterine body this squamous epithelium had degenerated with 
the formation of a mass which distended its cavity and produced enlargement. 

Winter’s patient was a woman aged 72 years; hysterectomy had been per- 
formed for an enlarged uterus with a discharge. This specimen showed a con- 
tinuous sheet of squamous epithelioma lining the cervical canal and the body 
of the uterus. In places the growth extended into the muscular wall of the 
uterus and in other places it appeared to overlie the normal endometrium 
which still contained glands. There were not any carcinomatous nests in the 
uterine muscle. In the first case there had been a preceding epithelioma 
of the cervix which had healed after treatment with radium. In the second 
case there was, at the time of operation, an advanced epithelioma of the 
cervix. 

The writer considers that the appearances in both these cases resulted 
from upward extension of growth from the cervix to the uterine body, 
although, in the first case, the cervical growth remained apparently healed 
for one and a half years. The writer refers to another case; the patient 
was aged 38 years and had been treated by radium and X-rays for carcinoma 
of the cervix. Vaginal hysterectomy was carried out later because of the 
appearance of a cervical thickening which was thought to be a recurrence 
of the growth. Histological examination of this specimen did not show any 
malignant changes in the cervix or parametrium, but in the upper half of 
the body on each side were areas of squamous epithelium which overlay a 
very inflamed normal uterine lining. There was not any malignant change 
in the corpus uteri. 

The writer wonders whether the findings in the third case represent an 
earlier stage of those observed in the other two. 


THE REPEATED DISAPPEARANCE OF THE LIQUOR AMNII IN THE HuMAN Ovum. 

Albano refers to the fact that the variability of the quantity of liquor 
amnii is apparent to the more intelligent pregnant woman. He points out that 
the mechanism regulating the amniotic pressure is not known. Some ascribe 
a power of resorption to the amniotic epithelium. Assuming that the amnion 
has an excretory power, the writer injected six millimetres of sodium-phenol 
sulphonaphthalate. The patients so treated were women at term or those 
with hydramnios. It was found that this preparation began to pass through 
into the mother’s blood one hour after injection into the liquor amnii, so his 
observations were taken at intervals of several hours, starting from one hour 
after injection. He found that 30 per cent of the stain was still present after 
24 hours and that after 48 hours it had almost disappeared. 

The greatest passage from the liquor amnii to the mother’s blood occurs 
during the first seven hours at the rate of seven per cent, and then steadily 
drops until it reaches 0.54 per cent. He reckons that during the first seven 
hours 330.75 cubic centimetres of liquor amnii pass through to the mother. 
The average amount of liquor at term is 675 cubic centimetres, so that the 
liquor is renewed every 14.31 hours. 


THE PROGNOSIS IN MANUAL REMOVAL OF THE PLACENTA AND INTRA-UTERINE 
EXPLORATION AFTER DELIVERY INSIDE AND OUTSIDE THE CLINIC. 
Granzow reviews the reasons that have led to the general impression that 

intra-uterine exploration, either for the removal of the whole retained placenta 
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or for the removal of retained portions of the placenta. He points out that 
those working entirely in large hospitals only come into relation with cases 
which have not recovered after such interference at home. They see nothing 
of the cases that make a smooth recovery and, therefore, they unfairly 
condemn such treatment by the family doctor in the patient’s own home 
He points out that the good results of such interference can only be 
measured against the grave emergencies for which the treatment is undertaken. 


PREGNANCY AND LABOUR IN WOMEN SUBJECT TO MORPHINISM. 


Menninger-Lerchenthal reviews the opinions of various authorities on the 
fertility of women addicted to morphinism. While recognizng that women 
so afflicted are not very fertile, numerous cases of pregnancy have occurred. 
Attempts at breaking the habit are’complicated by special difficulties. Sudden 
withdrawal may be followed by abortion at whatever stage the pregnancy has 
reached and, after quickening, deprivation of morphine results in such 
activity in foetal movements that they are quite unbearable to the patient; 
return to its use must be resorted to before any rest can be obtained. Labour 
is usually uneventful at term with the birth of an apparently normal child. 
Attempts at cure of the drug-habit should be undertaken when the child is 
three or four weeks old and while it is still being fed at the breast. 

R. H. B. Adamson. 


Monatsschrift fur Geburtshulfe und Gynakologie. 


Vol. xcii, No. 4, October 1932. 

*Tonometric investigations on a series of women at different periods ot 
gestation. L. Bickel. 

*A contribution to the haematology of menstruation. A. W. Hochloff. 

*The regulation of glycogen in the placenta during pregnancy. H. Eufinger. 

*The anatomico-pathological changes in the ovary following protracted 
administration of anterior piturtary hormone and its final result. J. 
Rosenblatt, W. Halber and A, Pruszczynski. 

*Priamry and recurrent tubal pregnancy. B. Schiwowa, P. Garfunkel, and 
J. Schapiro. 

*The indications and the technique for closure of the vagina in cases with 
malignant fistulae. W. Rosenstein. 


No. 5 and 6, November 1932. 


*An investigation of the temperature during the menstrual cycle. I. Jacoby. 
Some probabilities of influencing the course of labour per rectum. S. 
Fraymann. 
*Forceps-delivery in the University Women’s Clinic at Leipzig. KR. Will. 
The diagnosis of puerperal pre-eclampsia and associated angiospastic states 
‘by means of the adrenalin-sonden reaction. O. Muck. 
A clinical investigation concerning the erythrocyte-sedimentation rate in 
gynaecology. A. S. Bychowskaja. 
*Misplacement of the caecum with advancing pregnancy. B. Eldering. 
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The influence of anterior pituitary hormones prepared from the urine of 

pregnant women upon basal metabolism. E. O. Gaessler. 

A communication on granulosa-cell tumours. Sz. Stefancsik. 
*Menopausal symptoms following gynaecological operation. R. Glas. 
*Haematomata of the birth canal. B. N. Moschkow. 

Injuries of the female genitailia sub coitu. M.K. Wenzkowsky. 


Vol. xviii, Nos. 1 and 2, December 1932. 


The meaning of paragraph 218 in the penal code. T. Noetzel. 
Paragraph 218. Ed. Martin. 
*The conservative treatment of uterine perforation following induced abortion. 
Th. Syrowatko. 
Our experience with thymophysin. C. Willi. 
*The influence of gestation and the menstrual cycle upon the glycogen- 
content of the blood. H. Eufinger. 
The nature of the different forms of calcium and the influence of para- 
thyroid hormones upon them. R. Spiegler. 
The morphology and functional relations between the foetal elements and 
the uterine wall during pregnancy. T. Terechowa. 
*The symptom-complex of amenorrhoea. G. H. Schneider. 


TONOMETRIC INVESTIGATIONS ON A SERIES OF WOMEN AT DIFFERENT PERIODS 
OF GESTATION. 


The author carried out a series of measurements of the elasticity of the 
subcutaneous tissue on 95 pregnant women between the ages of 17 and 40, 
who were at different periods of gestation. In all 500 measurements were 
made. The details of Schade’s method are discussed and the normal figures 
for the subcutaneous resistance given. Twenty per cent of women between 
20 and 30 years of age show normal values during the intermenstrual period. 
During menstruation there was a diminution of the subcutaneous resistance. 
In the last months of pregnancy the figures vary from day to day, and only 
very sedom did a woman show constant figures during a whole week. In 70 
per cent of the cases there was a definite drop in the tissue’s resistance during 
the last months of pregnancy. The tonometric values showed a remarkable 
parallelism to the general condition of the patient in one case of hyperemesis 
that was investigated. 


A CONTRIBUTION TO THE HAEMATOLOGY OF MENSTRUATION. 


The author first of all summarizes the literature on the subject and then 
goes on to give his findings in the menstrual blood of 50 gynaecological 
patients. The fluid was taken directly from the uterine cavity. Blood- 
corpuscles of varying size and shape and in different stages of disintegration 
were seen. In the author’s conclusion he discusses the various forms of 
haemolysis. 


THE REGULATION OF GLYCOGEN IN THE PLACENTA DURING PREGNANCY. 


The author traces the investigations which have been carried out on the 
placental content in glycogen from the year 1859 when Claude Bernard first 
asked the question, ‘“Why does the placenta contain glycogen?’’ All the 
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earlier work was carried out micro-chemically, but it is now possible to 
estimate very small quantities of glycogen quantitatively. The author in- 
vestigated about 70 placentae at different stages of pregnancy. In 57, it 
was possible at the same time to determine the glycogen-content of the foetal 
livers. The methods employed are given in detail. Tables are given to 
show the percentage of glycogen in all 70 cases. There seemed to be a drop 
in the average glycogen-content of the placenta as pregnancy advanced. The 
foetal liver seemed to contain progressively more glycogen as the age of the 
foetus increased. It was possible to demonstrate the related glyco-genettc 
function between the liver and placenta. 


THE ANATOMICO-PATHOLOGICAL CHANGES IN THE Ovary FoLLow1nc PRro- 
TRACTED ADMINISTRATION OF ANTERIOR PITUITARY HORMONE AND ITS 
FrinaL RESULT. 


The authors injected anterior pituitary hormone intravenously into rabbits 
for two to three weeks at a time and demonstrated that the serum from these 
animals would subsequently neutralize the sexual hormone, suggesting that 
an antibody had been formed. Whilst carrying out this work the authors 
found opportunities for observing the effect of the hormone upon the ovaries 
of the test animals. (1) The ovaries appeared to be larger than normal. 
(2) The number of normal follicles were fewer than in normal ovaries. 
(3) The blood-vessels were grossly distended by blood. (4) The amount of 
luteal tissue increased. (5) In those rabbits which had received the urine from 
pregnant women the ovaries showed a great increase in the amount of luteal 
material. In all of the cases the ovaries had the same characteristics as are 
found during pregnancy. 

The author concludes that this is experimental evidence of the possibility 
of hormonal sterilization. Feeding with a powdered extract of the anterior 
lobe of the pituitary gland for two months did not produce the changes of 
hormonal sterilization in the ovaries of the test animals. 


PRIMARY AND RECURRENT TUBAL PREGNANCY. 


The authors sent out a questionnaire to 424 patients who had been 
operated on for unilateral ectopic gestation: 249 of these had not conceived 
again; 175 had conceived after operation. Of these latter 123 pregnancies 
were intra-uterine and 52 extra-uterine, giving a ratio of extra-uterine to 
intra-uterine pregnancy of 1: 2.36. 


THE INDICATIONS AND THE TECHNIQUE FOR CLOSURE OF THE VAGINA IN CASES 
WITH MALIGNANT FISTULAE. 


The author describes in detail the technique for closing the vulva in cases 
in which a malignant fistula has developed between the bladder and the 
vagina. The urine is made to pass into the rectum. 


AN INVESTIGATION OF THE TEMPERATURE DuRING THE MENSTRUAL CYCLE. 


Frank, Goldberger and Hirsch are quoted as having found that there is a 
gradual rise of the ovarian hormone in the blood during the second half of 
the inter-menstrum, this gradually diminishes post-menstrually and the 
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ovarian hormone is then at its lowest. Siebke demonstrated quantitatively 
that in the first half of the cycle the hormonal content of the blood was 100 
mouse-units. This rose to 200 and then dropped again to 100. Investigations 
concerning the quantity of the hormone of the anterior lobe of the pituitary 
gland has so far only given negative results. The thyroid gland, however, 
has a definite influence. The authors who had demonstrated the effect of 
ovarian hormone upon the thyroid gland are quoted. 

The vegetative nervous system has also been shown to be influenced by 
the internal secretion of the ovary. The blood and its elements, the heart 
and vascular system, respiratory and digestive apparatus are all affected by 
ovarian function. 

Out of a series of 21 patients continuously examined, 17 showed a definite 
rise of temperature to 37.6°C. from seven to nine days before the commence- 
ment of the menstrual flow. One to two days before menstruation the tem- 
perature dropped 0.5°C. to 0.8°C. The premise of Flaskamp that the 
temperature rose when the ovum was ripe could not be substantiated. 


FORCEPS-DELIVERY AT THE UNIVERSITY WOMEN’s CLINIc at LEIPZIG. 


The author commences by giving a table which shows the total deliveries 
performed in the hospital each year and the incidence of forceps-delivery 
from 1925 to 1929 inclusive. During these five years 16,242 births occurred: 
728 babies were delivered by the forceps, an incidence of 4.48 per cent. He 
gives the tables showing the occupations of the patients, age and parity. 
The sexes of the children are tabulated with reference to parity and the ages 
of the patients. 

Referring to the infantile mortality, the author shows that out of 715 
forceps-deliveries, 55 children were stillborn; 24 succumbed soon after birth; 
the total mortality was thus 10.85 per cent. Post-mortem findings are de- 
scribed in 53 of the stillbirths. The indications for the use of the forceps and 
the position of the presenting parts when it was applied are tabulated. In 
19.40 per cent of the cases the forceps was employed when the head was 
high in the pelvis. 


MISPLACEMENT OF THE CAECUM WITH ADVANCING PREGNANCY. 


The author carried out X-ray investigations in order to determine 
whether the caecum is misplaced during pregnancy. He illustrates his 
article by means of diagrams and X-ray photographs. He describes his 
method of mensuration in detail. X-ray photographs were taken during 
pregnancy in 53 cases, during the puerperium in four cases; one patient was 
nullipara. The parity of the women is given. He found that the caecum 
of the nullipara lay 6.5 centimetres below the iliac crest in the supine position 
and 8 centimetres below the crest when standing. Pregnancy gradually 
pushes the caecum out of the pelvis from the fifth month. 


MENOPAUSAL SYMPTOMS FOLLOWING GYNAECOLOGICAL OPERATIONS. 


The author points out that although a great deal has been written about 
this subject, there does not seem to be any conformity in the literature. It 
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is difficult to find what is meant by the normal. The author divides his 
cases into five groups: 

I. 26 cases. Conservative operations, such as myomectomy and removal 
of the Fallopian tubes; both ovaries and a functioning uterus were left. 

2. 67 cases. Operations in which a uterus and some functioning ovarian 
tissue was left. 

3. 48 cases. Extirpation of the uterus supravaginally leaving the ovaries 
in situ. 

4. 31 cases. Extirpation of the uterus supravaginally with removal of one 
ovary. 

5. 102 cases. Extirpation of the uterus supravaginally with removal of 
both ovaries. 

In the last group he includes those cases in which both ovaries were 
removed but the uterus was not removed. 

In the first two groups symptoms which could be attributed to the 
operation were not noticed. 

In the third group of cases most of the patients had no untoward symptoms 
excepting those who already had menopausal disturbances prior to the opera- 
tion. These were noticed to be increased, but later they diminished. In 
about 40 per cent of the cases symptoms attributable to the operation 
appeared and in about half of these not before six months had elapsed. 
Very little difference was noticed between the third and fourth groups of 
cases. In the fifth group of cases, only 11.6 per cent showed no disturbances. 
The author shows that, on the whole, the operations produced uncomfortable 
symptoms, but that these were not serious and could be relieved by simple 
treatment. 


HAEMATOMATA OF THE BIRTH CANAL. 


The author first quotes the literature with regard to the incidence ol 
haematomata occurring during delivery. There seems to be a gradual increase 
in the number of cases in recent years. An extensive literature of the pos- 
sible aetiological factors is quoted in the discussion. The chief points to be 
considered in the causation of haematomata appear to be softening of the 
normal anatomical structures, and a raised blood-pressure in most of the 
cases. The author suggests three further aetiological factors, (1) emptying 
of the blood from the uterus by its contraction; (2) expression of the blood 
from the abdomen with bearing down; and (3) reflex contractions of the blood- 
vessels owing to pressure of the presenting part on the sacral ganglia. The 
various situations of the haematomata are discussed and diagrammatically 
illustrated. Long labour is also a factor as the average duration in th: 
author’s series was 23 hours. The proportion of male and female infants 
was as 14:3. Some of the author’s cases are described in detail. 


THE CONSERVATIVE TREATMENT OF UTERINE PERFORATION FOLLOWING INDUCEL 
ABORTION. 


Since 1926, 21,420 artificial abortions were carried out in the author’s 
hospital. The uterine wall was perforated in 22 cases. The incidence in th: 
other Russian clinics is also given and appears to vary from 0.05 per cent to 
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0.06 per cent. The highest percentage of perforation occurred in the hands 
of the inexperienced operators. 

Professor Braude is quoted; he having experimentally shown that 2.4 
kilogrammes of pressure are necessary to perforate the uterine wall. The 
principal causes of perforation of the uterus are discussed in detail. 

The most important points in the treatment of perforation of the uterus 
are: (1) Correct diagnosis. (2) Conservative treatment for all aseptic perfora- 
tions caused by the sound, dilators or the curette, when damage has not been 
done to the internal organs. (3) If a portion of the ovum is still in the 
uterus at the time of perforation it should be carefully removed; a good result 
will be obtained. (4) Laparotomy is indicated if the curette or ovum-forceps 
has been manipulated in the coelomic cavity. (5) Conservative treatment is 
only permitted for those perforations which occur in an institution. 

Haematomata of the broad ligaments and surrounding tissues are absorbed 
rapidly and the final results of conservative treatment are good. Subsequent 
pregnancy, in the course of the few months following perforation, proceeds 
normally; delivery and the puerperium are also normal. Subsequent artificial 
abortion can be carried out without any complications. 


THE INFLUENCE OF GESTATION AND THE MENSTRUAL CYCLE UPON THE GLYCOGEN- 
CONTENT OF THE BLoop. 


The author demonstrated that during the early months of pregnancy, the 
glycogen-content of the blood fell below the normal value and then gradually 
rose again until the end of pregnancy. During parturition the value dropped 
once more and reached its lowest level on the third day of the puerperium; on 
the fourth day is again gradually rose and reached the normal level on the 
tenth day. The average value in women who are not pregnant was 43 
milligrams per cent of glycogen in the blood during menstruation, which rose 
to 70 milligrams per cent in the inter-menstraum. 


THE SYMPTOM-COMPLEX OF AMENORRHOEA. 


The author tabulates the causes for amenorrhoea and oligomenorrhoea as 
follows. 


1. Physiological. (a) Before puberty. (b) Atter the menopause. (c) 
During pregnancy. (d) During lactation. 


2. Pathological. (a) After uterine extirpation, degeneration or atrophy. 
(b) Bilateral odphorectomy, or radiological sterilization. (c) Endocrine 
ovarian insufficiency. (d) Pluriglandular internal secretory disturbances. 
(e) Change of nourishment and climate. (f) Serious general disturbances. 
(g) Physical and neurotic. (h) General hypoplastic infantilism. (i) Intoxica- 
tions. 


3. Apparent. (a) Haematometra. (b) Haematocolpos. 

Each of these causes is discussed in detail and the literature given. 
Finally the author concludes by stating that the symptom-complex of 
amenorrhoea, although caused by extra-genital disease, genital and hormono- 
poetic disturbances is, nevertheless, dependent upon local uterine, ovarian 
or pituitary influence. There can be no question about the intimate relation 
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between the pituitary body and the grey matter of the optic thalamus as the 
vis vitalis of the genital reflexes and changes from the normal in the female. 
The internal secretory impulse of a primary pituitary cycle, even under the 
influence of the vegetative reflexes, causes a secondary ovarian cycle. The 
ovarian cycle acts upon the uterine mucosa as the third regulating factor. 
The therapy of amenorrhoea must be influenced by both the pituitary 
body and the ovaries unless a definite fault in either can be demonstrated. 
M. Datnow. 


Miinchener Medizinische Wochenschrift. 


No. 10, March goth, 1934. 
*The history of ergot. W. Straub. 


No. 11, March 16th, 1934. 
*Further experiences with pernocton in the treatment of eclampsia. H. 
Goecke. 
No. 12, March 23rd, 1934. 


*Some non-venereal infections of the female genital organs. W. Weibel. 
*Is the suppression of haemorrhoidal haemorrhage and menstrual haemorrhage 
of importance? Aschner. 


No. 16, April 2oth, 1934. 


*Scarlet fever and menstruation. Dienst and E. Netor. 
*A rare complication in a breech presentation. K. Hein. 


Tue History oF ErGor. 


The author gives a synopsis of the history, chemistry and therapeutic 
uses of ergot, beginning with the first reports in the year 1000, when the cure 
of gangrene due to ergot was left to St. Antonius, up to the very important 
and recent discoveries of Dale concerning the pharmocological qualities of 
this drug, which since then has become one of the most important remedies 
in gynaecology. 


FURTHER EXPERIENCES WITH PERNOCTON IN THE TREATMENT OF ECLAMPSIA. 


The author reports 73 cases of eclampsia which were treated with 
pernocton. The drug was given intravenously and produced immediate sleep. 
No damage was done to the infants, the blood-pressure was not interfered 
with and the fits were immediately stopped for three or four hours. He 
recommends that pernocton should be employed in eclampsia in preference 
to morphia, pantopon, chloral hydrate or chloroform. 


Some Non-VENEREAL INFECTIONS OF THE FEMALE GENITAL ORGANS. 


Weibel gives a synopsis of the diagnosis and treatment of the following 
conditions : 


644 


aN 
2 
= 


REVIEW OF CURRENT LITERATURE 


1. Female genital tuberculosis. 

2. Manual removal of the placenta in febrile cases. 
3. Retention of infected placental remains. 

4. Infected abortion. 


In septic abortion the author declares himself in favour of conservative 
treatment, having had experience of 933 cases during seven years. 


Is THE SUPPRESSION OF HAEMORRHOIDAL HAEMORRHAGE AND MENSTRUAL 
HAEMORRHAGE OF IMPORTANCE? 


The author reports five cases in which pulmonary diseases took a tatal 
course shortly after the removal of haemorrhoids. He holds the view that 
too little attention is paid to the needs of the portal circulation and declares 
himself against any medical or surgical interference with haemorrhoidal or 
menstrual haemorrhage. 


SCARLET FEVER AND MENSTRUATION. 


If scarlet fever should happen to begin during menstruation the uterus 
must not be considered the site of primary infection, for the rash begins on 
the upper part of the body and there is the typical sore throat of scarlet tever. 
No analogy exists between ‘‘puerperal scarlet fever’’ and ‘‘menstrual scarlet 
fever.’’ Scarlet fever during menstruation does not occur more trequently 
than might be expected, according to the general incidence of the disease. 
In some cases scarlet fever leads to premature menstruation, which is probably 
due to hormonal causes. These hormonal factors may be responsible for the 
rarity of scarlet fever during pregnancy. 


A Rare COMPLICATION IN A BREECH PRESENTATION. 


The author describes a breech case, in which a laceration of the posterior 
vaginal wall occurred and the left leg was born through the anus. The birth 
could only be completed by cutting through the sphincter ani. Watson, of 
Glasgow, described a similar case two years ago. 

A, Sharman. 


Acta Obstetrica et Gynecologica Scandinavica. 


Vol. xiii, Fasc. 1, 


*A series of 100 Caesarean sections. K. A. Hoffstrém: 

Some results of extraperitoneal Caesarean section. E. Brattstrém. 

Four cases of interstitial tubal pregnancy treated by operation. Help to 
early diagnosis. Mauno Schroderus. 

Emphysema mediastinale et subcutaneum parturientium. Aarno O. I. 
Turunen. 

Serial studies on the occurrence of prolan A and prolan B in urine ot 
women castrated by X-ray treatment or by operation. H.C. A. Lassen 
and E. Brandstrup. 
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Vol. 14, Supplementum 1. 


*Citric acid determination and the occurrence of citric acid in the human 
body. Anders Lenner. 


A SERIES OF 100 CAESAREAN SECTIONS. 


Hoffstrém reviews the cases of Caesarean section performed during the 
years 1906 to 1933 at the Lying-in Hospital at Tammeriors. During this 
interval there were 20,892 deliveries and of these 100 were delivered by 
Caesarean section. The classical operation was performed in 36 cases, the 
cervico-corporeal in 56, and the cervical in eight. The indication tor the 
operations were disproportion between the foetal head and the pelvic canal, 
severe bleeding from placenta praevia with undilated cervix, eclampsism and 
eclampsia, when expectant treatment was not followed by improvement in 
the maternal condition. 

The results were as follows. No complications in 73 per cent of the cases, 
slight puerperal morbidity in 24 per cent, and severe puerperal disturbance 
in two per cent. Five patients died from causes other than the operation. 
Seventeen patients subsequently became pregnant, and of these six delivered 
themselves spontaneously without weakening the uterine scar. 


Crrric Actin DETERMINATION AND THE OCCURRENCE OF Citric ACID IN THE 
Human Bopy. 


Anders Lenner in a supplement publishes the results of his research into 
the presence of citric acid in the human body. The author believes that the 
occurrence of melaena neonatorum is related to the citric acid content of the 
mother’s blood. He carried out an investigation on the critic acid in the 
human body in connexion with pregnancy, labour and the puerperium. The 
blood-serum and blood-plasma were mainly investigated, but other body 
fluids, such as liquor amnii, the mother’s milk, the mother’s urine, and the 
child’s urine immediately after delivery were also examined. Investigation 
of the new-born, except immediately after delivery, was postponed for a 
later examination. Citric acid was demonstrated in all the fluids of the 
body examined by Thunberg’s method, each human being having a serum 
citric acid value characteristic for him or her. The occurrence of the mens- 
trual cycle may alter the value in certain cases. Arterial blood has slightly 
more citric acid than venous blood; the quantity in menstrual blood is equal 
to that in the circulating blood. 

Schersten’s observation of the decrease in the amount of citric acid in the 
serum after operations and in cases of thrombosis were confirmed. An in- 
crease is brought about by direct transfusion of citric acid or citrates and by 
oral ingestion. Experimental acidosis is accompanied by a fall and alkalosis 
by an increase in the quantity of citric acid in the serum. It is only slightly 
decreased in the serum of pregnant women, the decrease beginning at the 
third month of pregnancy. Immediately before the onset of labour there is 
a considerable increase in the amount of citric acid in the serum of the 
mother; this increase persists or rises slightly during labour and the first hours 
after delivery. At the end of six hours it begins to fall, reaching a minimum 
on the fourth day after delivery. The quantity remains minimal until the 
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eleventh day post-partum and then begins to rise until three or four weeks 
after delivery when it returns to the normal non-pregnant amount. 

The retroplacental blood is rich in citric acid. The amount of citric 
acid in the serum does not appear to be affected by the character or the 
length of the labour. But the possibility cannot be overlooked that the 
amount of bleeding may have some relation to the citric acid content of the 
mother’s blood. The amount of citric acid in the mother’s blood during the 
second, third and fourth days after delivery may account for the poor results 
of transfusion from mother to child during this period. 

Citric acid passes through the placenta but at a slower rate than glucose 
or ethyl alcohol. The disturbance in the amount of citric acid in mother 
and child caused by the administration of citric acid persists for an entire 
day. The liquor amnii contains, on an average, 40 micrograms of citric 
acid per cubic centimetre. Human colostrum contains citric acid; the quan- 
tity in the mother’s milk increases from ten to twenty times on the second, 
third and fourth days post-partum, that is at the time the amount in the 
serum undergoes a marked decrease. During the first week the child receives 
between 150 to 350 milligrams of citric acid in the mother’s milk each day. 
During the first few days after delivery there seems to be a decrease in the 
amount of citric acid excreted in the urine. 

Rk. H. B. Adamson. 


Revista Italiana di Ginecologia. 


January 1934. 
*Hystero-salpingography in gynaecological diagnosis. Mammana. 
*The hormone of the corpus luteum and experimental mammany hyperplasia, 
in relation to the histogenesis of Reclus’s cystic disease. Cramarossa. 


HYSTERO-SALPINGOGRAPHY IN GYNAECOLOGICAL DIAGNOSIs. 


The importance of obtaining a radiograph of the female genital canal was 
recognized many years ago, and attempts at hysterography were made by 
Lorier in 1912, Dimier in 1914 and Rubin, in America, in 1915. The results 
were so disastrous for all investigators and patients that the method was 
abandoned. The mistake lay in the opaque media selected. Collargol and 
similar substances acted as peritoneal irritants and led to fatal peritonitis. 
The harmless substances, such as a paste of bismuth, were not sufficiently 
opaque. 

In 1923 Sicard and Fourtier published excellent results in intra-bronchial 
and rachidian radiography, after the injection of iodized oil; in 1925 Henser 
and Caselli obtained equally good results in hystero-salpingography by employ- 
ing the same medium. They were immediately followed by a host of investi- 
gators and, although prejudice, on account of early accidents, still lingers, 
hysterography and hystero-salpingography now take their place as invaluable 
diagnostic and therapeutic measures. 

During 10 months of 1932 Mammanu has seen the procedure carried out 
158 times by Professor Faure in Paris. There was seldom difficulty in -per- 
forming the operation. 
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He descrbes and illustrates two forms of apparatus. Douay’s apparatus 
is the only one used in the Hospital Broca in Paris; Mammana now employs 
this. One of the two forms of apparatus has a manometer attached; the other 
is a simple metal and glass syringe. Each revolution corresponds to the injec- 
tion of one cubic centimetre of iodized oil. The latter is the more useful instru- 
ment, but the manometer is useful for determining increasing pressure and 
for measuring it when employed therapeutically, as in certain tubal obstruc- 
tions. 

Two important conditions in the technique are the hermetic closure of the 
external os uteri by means of the sound, and carefully noting, by watching 
the screen, progress of the injected liquid. The quantity injected varies accord- 
ing to the state of the uterine and tubal cavities. 

The dangers of and contra-indications to the operation are similar to those 
in the case of insufflation of the Fallopian tubes with oxygen. Rupture of 
the Fallopian tubes, embolism, and infection are all possible risks, but they : 
can be prevented or overcome by attention to the instruments and the patient. 

Febrile conditions, painful adnexa, and purulent uterine discharges are 
contra-indications. Certain cancerous states of the uterus do not absolutely 
contra-indicate the operation, but it is wise not to allow oil to enter the 
Fallopian tubes. In a set of 12 extremely clear radiograms Mammana shows 
and interprets the appearances of a normai uterus and normal Fallopian tubes 
and those of uteri and Fallopian tubes in various displacements and diseased 
conditions. He observes that in making a differential diagnosis the symptoma- 
tology should influence interpretation of the radiogram, Thus a lacunar image 
of the uterine cavity in a patient suffering from metrorrhagia suggests a poly- 
pus of the mucosa. In differentiating between uterine fibroids and an ovarian 
cyst, an enlarged or deformed uterine cavity is in favour of the former, while 
a normal cavity indicates the latter. A control photograph should be taken 
24 hours after the first photograph; this demonstrates affections of the 
Fallopian tubes, such as hydro-salpinx or atonic dilatation with a closed 
ampulla. The mass of iodized oil is the same as in the first photograph with- 
out characteristic diffusion into the peritoneal cavity. 

If the Fallopian tubes are obstructed, the site of obstruction can be seen}; 
cystic formation, deformity, or deviation of the Fallopian tube can also be 
identified. In many cases of slight obstruction the operation effects a simple 
and lasting cure. It straightens a kinked tube, breaks down weak adhesions 
and removes mucus. In more severe lesions cure may be effected either by 
its repetition, or by alternation with insufflation with oxygen, or by the 
concomitant use of diathermy. Recent reliable statistics from France and 
America record the occurrence of pregnancy after hystero-salpingography in 
women sterile for more than three years previously. 


Corpus LuTEUM. THE HORMONES OF THE CORPUS LUTEUM AND EXPERI 
MENTAL HYPERPLASIA OF THE MAMMARY GLAND. 


Cramarossa refers to the work of Loeb and Hasselberg, who have studied 
the oestrous cycle in guinea-pigs and noted its corresponding rhythmic modi- 
fications in the genital organs and in the breasts. These phenomena are 
essentially dependent on the two chief ovarian hormones, folliculin and pro- 
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gestin. Folliculin causes proliferative activity, progestin exerts a congestive 
action. 

Keeping these data in mind, Cramarossa has made a series of experimental 
observations in which he studied the action of the hormone of the corpus 
luteum on the mammary glands of normal and castrated female guinea-pigs. 
He wished not only to obtain further elucidation of the mechanism of 
functional activity, but also, possibly, to throw light on certain pathological 
processes which, according to modern views, are related to endocrine disturb- 
ance. His histological research, executed in regular stages and with corres- 
ponding injections of the same preparation from the corpus luteum, may be 
divided into three successive phases: (1) Purely congestive conditions with a 
slight oedema of the gland. (2) The congestion is accentuated with modi- 
fications of the epithelial elements, which hypertrophy and become granular, 
showing the histological appearances of adenomatous hyperplasia. (3) In the 
third phase the hyperplastic interstitial connective tissue gradually becomes 
sclerotic, accompanied by cystic dilatation of the glands. In this last phase 
histological fields are revealed which resemble the histological alterations seen 
in Réclus’s cystic mastitis. 

In human pathology this disease is held by some to be neoplastic, and 
by others to be inflammatory. Without showing some features of inflamma- 
tion it is characterized by hyperplasia ending in sclerosis. 

Comparing the experimental lesions after the adminstration of progestin 
with those found in cystic mastitis, Cramarossa is struck by their remarkable 
resemblance and considers that excesive secretion by the corpus luteum may 
cause cystic mastitis, at the age at which production of follicles ceases, but 
corpora lutea and interstitial lipoid elements remain or increase. 

This view does not exclude the probability that the pathogenesis of Réclus’s 
disease is more complex and is derived from a general disturbance 
of the hormones which normally regulate the histological changes in the breast, 
namely folliculin, progestin and the hormones of the anterior lobe of the 
pituitary body and the placenta. Further research with each endocrine pro- 
duct separately may solve the origin of diverse forms of Réclus’s cystic mas- 
titis, whether benign or malignant. 

J. H. Filshill. 


Revista de Gynecologia et Obstretricia, Rio de Janeiro. 


January 1934. 
Kieland’s forceps. Fraenkel. 
Psychic aberrations connected with menstruation. Briquet. 
Normal menstrual types and deviations. Piraja. 
A case of spontaneous evolution. Povoa. 
*Incontinence of urine due to a uterine tumour. Salgado. 
*Malignant syncytioma. Menicucci. 


February 1934. 
Vaginal incision. Fraenkel. 
Syphilis in obstetrics. Briquet. 
*The biological diagnosis of chorion-epithelioma. Wolff Netto, 
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A CASE OF SPONTANEOUS EVOLUTION. 


Cases of transverse lie followed by spontaneous parturition are extremely 
rare in the obstetrical literature. Povo describes such a case which he was 
suddenly called to attend. The patient, who was aged 27 and had previously 
had six children, had, at term, given birth to a healthy male child some 
hours before, but this was immediately followed by protrusion of the arm of 
a second child. On examination Povoa found that the arm was oedematous, 
the child presenting by the shoulder with the spine anterior. He decided - 
to perform version, but while he was making preparations for this operation 
the woman developed violently strong uterine contractions and a small dead 
female child was spontaneously expelled. The perineum was not torn. The 
puerperium was normal, the patient leaving hospital on the eighth day. 

Povoa quotes ‘‘Berkeley and Bonney, London, Obstetricians.’’ *‘ Although 
as a general rule spontaneous birth following transverse lie is impossible, it 
must be remembered that under certain conditions labour may end without 
any artificial intervention conformably to natural processes which receive the 
name of spontaneous version, spontaneous evolution or spontaneous 
expulsion.’”’ The author then describes and illustrates the mechanism and 
varying stages of these natural processes as oberved by Douglas, Denman, 
and Roederer. He considers that his own case evolved in the manner des- 
cribed by Douglas—the least rare of the three forms. Gradually increasing 
pressure of the shoulder and greater flexion of the spinal column finally 
cause the release of the lumbar region and buttocks with birth of the lower 
limbs, then shoulders and, lastly, the head. The factors which concurred 
to produce spontaneous expulsion were all present in this case—labour at 
term, a wide pelvis, powerful uterine contractions, and a small dead foetus 
in incipient maceration, which made it more compressible. 


INCONTINENCE OF URINE DUE TO A UTERINE TUMOUR. 

Vesical trouble in women is too frequently due to uterine or adnexial 
lesions. In a series of 27 cases of fibroma Bonner states that 15 patients 
came to hospital complaining of urinary retention, According to Hartmann, 
fibroma causes retention of urine more often than incontinence, and he thinks 
this is because the most frequent fibromal site is the posterior uterine wall. 

Salgado deseribes a case in which a small fibroma on the uterine isthmus 
caused urinary incontinence. A year before admission to hospital the 
patient was ill for eight days, with subsequent return to health. The actual 
attack began after a journey by motor-car and had persisted for nine days, 
even when lying on her back in bed. A provisional diagnosis of uterine 
retroversion and vesical calculus was made at home. In hospital, after 
gynaecological and cystoscopic examination the diagnosis of myoma was 
established; the tumour was conical and about the size of a nut, situated in 
the uterine isthmus and projecting into the posterior wall of the bladder 
above the trigone. Subtotal hysterectomy was performed. Adhesions were 
found, in the utero-vesical space, between the bladder and the anterior wall 
of the uterus; three myomata were present in the uterine cavity and one in 
the uterine isthmus. The ovaries and Fallopian tubes were enveloped in 
adhesions. The post-operative convalescence was excellent; the vesical 
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capacity progressively improved, and soon after discharge from hospital the 
patient reported that she was completely cured. 

Salgado discusses the probability of congestive and nervous factors in 
the case, as well as mechanical pressure When the tumour was removed the 
vesical symptoms ceased, but because of its small size and distance from 
the vesical neck, he thinks congestion and nervous reflexes played a part. 
Congestion is probable, as the disturbance in micturition was worse during 
menstruation. 


SYNCYTIOMA MALIGNUM. 


Menicucci discusses the views of Marchand and Saenger regarding the 
histological origin of the most malignant of tumours, chorion-epithelioma or 
syncytioma malignum. He describes four cases on which he operated about 
four years ago, which are of practical interest because ot the successful 
results in three cases. The patients are still in good health without signs of 
recurrence. The fourth patient died from exhaustion after haemorrhage 
three or four days after operation. In this case, seen on the twentieth day 
of the puerperium, operation was undertaken too late. 

Menicucci concludes that all cases of persistent and increasingly protuse 
haemorrhage, from the eighth to the tenth day of the puerperium, the 
diagnosis of chorion-epitheloma is probably correct. To mistake the condi- 
tion for one of subinvolution or retention of part of the placenta, may lead 
to. consequences fatal for the patient. Early diagnosis and immediate 
abdominal hysterectomy will protect against recurrence. Days, or even 
hours, lost before surgical treatment may mean not only risks from intract- 
able haemorrhage but also from rapid and extensive metastases in the vagina 
and lungs. 


THE BIoLoGicaL DiAGNOSIS OF CHORION-EPITHELIOMA. 


Wolff Netto reviews at length the morphological characteristics of chorion- 
epithelioma, as described by Saenger in 1888, Fraenkel in 1895, and Marchand 
in 1895. Two important conclusions may be drawn from their study: 
(1) The tumour is epithelial, formed from the syncytium and the cells of 
Langhans; (2) its only origin is from foetal tissue. He then calls attention 
to the difficulty of diagnosing chorion-epithelioma early. The difficulty lies 
in the deficiency of histo-pathological data. Certain cells observed in chorion- 
epithelioma are identical with those of normal pregnancy. The investigation 
of Aschheim and Zondek showing the presence of prolan in the urine is a 
great aid in the early diagnosis of chorion-epithelioma. 

The fact that the quantity of prolan in the urine is much greater in cases 
of chorion-epithelioma than during normal pregnancy has given rise to tests 
by various investigators. Dr. Wolff Netto prefers Clauberg’s reaction. The 
technique of the test is to inject subcutaneously one cubic centimetre of urine 
into infantile rabbits on two consecutive days and to verify Aschheim’s and 
Zondek’s reactions, R, R, R,, after 48 hours. Clauberg’s reaction, only being 
positive when live chorionic villi exist in the maternal organism, is one of 
the best proofs of the presence of the neoplasm. 

The conclusions drawn are, (1) Clauberg’s reaction should be carried out in 
cases of persistent metrorrhagia, after parturition or abortion, and especially 


651 


> 
= 
| 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


after the expulsion of a hydatidiform mole. (2) A positive reaction demands 
immediate sugical intervention. (3) If the reaction is negative, treatment 
should be expectant; since in these cases live chorionic villi do not exist; but 
the test should be repeated monthly for six months, so that any possible 
increase in neoplastic activity may be detected. 

J. H. Filshill. 


The Japanese Journal of Obstetrics and Gynaecology 


August 1933. 
Investigation of the excretion of ovarian follicular hormone in the urine. 
*The determination of the hormones in the urine of normal adult women 
and of women suffering from uterine hypoplasia. 
*Hormonal determination in the urine of women suffering from ovarian or 
uterine cancer. Kosakaé, Ohga, and Okamoto. 
Comparative histological anatomy of the human ovarian ligaments and those 
of other animals. Shimasaki and Yamada. 
A study of the so-called anterior lobe hormone of the pituitary body. Mizuno, 
The effects of diathermic heat on animal cancer. Fuke. 
The blood-sugar in normal and cancerous albino rats heated by diathermy. 
Fuke. 
The effects of diathermy on the healing of wounds. Fuke. 
The effects of narcosis on the quantity of glycogen in tissues, organs and 
blood. Kushiyama. 
The influence of X-rays on the uro-poietic system. Part III: An experi- 
mental study of renal radio-sensibility. Takita. 


THE DETERMINATION OF THE HORMONES IN THE URINE OF NORMAL MatTuRE 
WoMEN AND OF WoMEN SUFFERING FROM UTERINE Hypoprastia. 


The authors refer to recent advances made in the experimental investiga- 
tion of the secretion and excretion of follicular hormone, and then describe 
their own examinations and estimations of excreted follicular hormones, 
(a) in normal adult women, and (b) in patients who came to hospital because 
of sterility evidently due to uterine hypoplasia. In the course of the investi- 
gation various methods were tried, beginning with that of Zondek. As the 
ether-benzol-combination method gave the most reliable results it was subse- 
quently employed, and the quantitative findings are tabulated and well 
illustrated by graphs, which also show the slight modifications after the 
administration of the hormonal preparation pelamin. The question of the 
clinical value of these preparations arises. 

Summing up their experience, the authors conclude: (1) Normal secretion 
and excretion vary with the menstrual cycle. Menstruation begins when the 
secretion reaches a certain quantity. Excretion is at its maximum before 
menstruation and least during and for two days after. This lowest value is 
about 24 mouse-units, the highest nearly 403 mouse-units. The excretion 
curve also shows an increase before ovulation, but this increase is not so well 
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marked as before menstruation. (2) No difference was found between the 
quantity excreted by normal patients and by those suffering from uterine 
hypoplasia. (3) The follicular hormone is present in the corpus luteum in 
fairly large quantity, and this natural quantity must be taken into account 
in estimating the result of hormonal therapy. (4) Uterine hypoplasia, evi- 
dently, does not depend on defective formation of the ovarian follicular 
hormone. The cause of under-development is probably defective reaction in 
the uterus. (5) The dosage of hormonal preparations should be regulated by 
the case and the menstrual cycle. Uusually 200 units suffice and, as a rule, 
less than 400; not much more than 100 units should be given. 


THE DETERMINATION OF THE HORMONES IN THE URINE OF WOMEN SUFFERING 
FROM OVARIAN OR UTERINE CANCER. 


In their second article the authors discuss what influence the absence of 
the ovaries and the uterus exerts on (a) the excretion of follicular hormone 
in the urine, and (b) the effect and importance of hormonal preparations. 
Ablation of the uterus removes the starting-point of the excretion of the 
follicular hormone. But Laqueur has found that even in patients suffering 
from cancer the follicular hormone is present in the blood. Anterior hypo- 
physeal hormone is found in the urine. The possibility of follicular hormone 
being present in the urine even in sufferers from cancer arises. 

The authors give their experiences in examining various forms of uterine 
cancer. In four cases the disease was limited to the cervix; in the others 
it was more extensive. They found that (1) in every case the Allen-Doisy 
test for ovarian follicular hormone in the urine was positive, even in women 
past the menopause. They describe the case of a woman, aged 57, who had 
ceased to menstruate 10 years previously. Ten days after total hysterectomy 
the excretion of the follicular hormone was very large. It was scarcely 
affected by the administration of 3,000 units of pelamin. (2) A characteristic 
of carcinomatous patients is extreme irregularity in the quantity excreted, 
sometimes it is remarkably high and then may become very low. But it was 
noted that, during a long period of time, the amount excreted by these 
patients, either before or after the climacteric, was not much more than in 
normal adult women. (3) After extirpation of the uterus the follicular 
hormone in the urine increases. The question arises whether the Allen-Doisy 
test is positive in the presence of necro-hormone as well as in that of the 
follicular hormone. (4) The action of hormonal preparations seems very inert 
and can scarcely be detected when either one or both ovaries are removed. 
(5) The results of the examination, especially in women beyond the meno- 
pause lead to various questions which further research may solve. For 
example, is the strongly positive irregular reaction in quantity and thythm 
of excretion due to age or carcinoma? It may be that Caspani’s necro- 
hormone (a decomposition product) hypothesis furnishes the true explanation. 

: J. H. Filshill. 
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“NORTH OF ENGLAND OBSTETRICAL AND GYNAECOLOGICAL 
SOCIETY. 
A meeting of the Society was held at Liverpool on Friday, December 15th, 
1933. 


Mr. St. GEORGE WILSON showed a case of 
Acute HypDRAMNIOS AND FOETUS WITH TERATOMA OF THE NECK. 


Mrs. R., aged 40, was pregnant for the second time; she had one child 
aged five years. Her last menstrual period began on February 2nd, 1933. 
She gave a history of abdominal discomfort for the previous two weeks which 
had become much worse during the last few days. She had noticed a marked 
increase in the size of the abdomen. Dyspnoea was present but she had not 
vomited. Her doctor had also noticed a great increase in the size of the 
abdomen since four days ago. On examination the abdomen was found to 
be distended with tense shining skin. The uterus was tight, about 34 weeks 
in size. The foetal parts could just be ballotted in the lower part of the 
right side. An examination with the X-rays revealed a foetus, about 26 
weeks, with extended head, but otherwise apparently normal. It was decided 
to relieve the pressure in the uterus by drainage of the liquor amnii. This 
was attempted by abdominal puncture and failed; the membranes were, 
therefore, ruptured through the cervix. A large amount of liquor amnii 
rapidly drained away, and the uterus rapidly contracted. This was followed 
by a smart haemorrhage which ceased as the uterus contracted down on 
the foetus. Labour commenced, and was concluded normally in about 14 
hours. The foetus was born with the tumour leading, and the placenta 
followed without excessive haemorrhage. The foetus was a well-developed 
female, at the twenty-fifth week of gestation; with the tumour it weighed 
two and a quarter pounds. The tumour is a swelling about twice the size 
of the foetal head, irregular in shape and consistence, situated on the front 
and sides of the neck, extending in the mid-line from the chin which it 
forces up to the top of the sternum, and at the sides along ;the body of 
the mandible, and up behind the angles of the lower jaw. The skin covering 
it is normal except on the right side, which was presumably the presenting 
part, where it was discoloured. The skin is split over the lower part on the 
right side. On sagittal section, the tumour is seen to have a firm attach- 
ment to the base of the tongue and the front of the larynx, but elsewhere 
it can be separated from a capsule enclosing it. Its cut surface in one part 
is brain-like, and there are one or two small cysts with smooth cavities in it. 
There are apparently trabeculae crossing it, and in one place cartilage can be 
felt, Microscopically, areas of embryonic cartilage can be seen with portions 
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of well-developed cartilage in one place showing ossification. In one situation 
there is a ring of cartilage lined by cubical epithelium, suggestive of a 
bronchus. Large numbers of round cells are seen in sections composed of 
embryonic tissue, The placenta is large, weighing two pounds and half an 
ounce; the maternal surface is broken up by large white infarcts. 

EKKERT PETERSON has recently reported a case in the Obstetrical and 
Gynaecological Review of Scandinavia, and has given a resumé of the litera- 
ture. He says that it is a rare tumour, and in the old descriptions is usually 
designated a thyroid tumour. In this connexion all the obstetric books give 
thyroid tumour as one of the primary causes of face presentation. He claims 
that it is, probably, usually a teratoma, and that representations of all the 
three cell-layers of the ovum can be found. He says that nerves and 
ganglionic cells are most frequently found. He states that it commonly gives 
rise to difficult labour, the foetus usually presenting by the breech, and 
difficulty is experienced in delivering the after-coming head. 

Authors have reported that the foetus is born alive, and had operations 
performed for removal of the tumour. 


Discussion. Mr. Stacey remarked on the difficulties he had experienced 
in attempting to withdraw the liquor in cases of hydramnios after the 
method of Rivett. He had experienced three difficulties—the first was that 
the case might be one of twins and the trocar might be introduced into the 
normal sac; secondly, it was not at all uncommon for the trocar to strike the 
placental site; and, lastly, it was not uncommon for the cannula to bend 
during introduction. In Mr. Wilson’s case he did not think it had been a 
wise procedure to attempt to tap the amniotic cavity by abdominal puncture 


because the head was extended and, therefore, the child was very probably 
abnormal. 


Dr. R. Watson and Mr. J. St. GEoRGE Witson showed four specimens of 
SARCOMATA OF THE UTERUS. 


The clinical details of the first specimen are as follows. The patient 
was a multipara, aged 71; she was first seen on March 19th, 1932, complaining 
of uterine haemorrhage, which she had noticed for three months before 
admission. 

On vaginal examination there was a fungating mass protruding through 
the cervix and the body of the uterus was enlarged. Under general anaes- 
thesia a piece of the mass was removed for section. Microscopic examination 
showed the condition to be a sarcoma of the uterus, undergoing myxomatous 
degeneration (Slide No. 1). Two weeks later laparotomy was performed, 
sub-total hysterectomy was carried out—total hysterectomy would, of course, 
have been preferable, but the patient’s general condition was very poor, and 
numerous adhesions of small intestine and pelvic colon to the nodules, which 
you see in the uterus, made the major operation almost impossible and 
certainly inadvisable—and only a thin shell of cervix was left. The specimen 
consists of the uterus with a large degenerated-looking mass in the cavity 
and several small nodular tumours on the surface. Sections were taken from 
the main mass and from the nodules; these sections all showed the condition 
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to be one of round-cell sarcoma. It is difficult to say whether it is sarco- 
matous degeneration occurring in a fibroid, but this seems possible. The 
patient was subsequently given one or two treatments, with deep X-rays, but 
did not attend very regularly. She was seen again 18 months later and a 
small polypus was found growing from the cervix. This was removed and 
radium was inserted. This polypus also proved to be sarcomatous. The 
patient is still alive and well 20 months after the hysterectomy, and no 
further evidence of secondary deposits have been found. 

Slide 2 shows part of the growth from the uterine cavity similar to the 
first slide. 

Slides 3 and 4 are from the nodular areas on the surface of the uterus, 
and show the same structure, but more spindle-cell in type. 

Slide 5 is from the polypus which was subsequently removed. 


The second specimen is from a patient aged 36. She was first seen on 
June 21st, 1933. Her history was that her sixth child had been born nine 
months before. She was quite well for some time after this, but had been 
losing off and on for several months prior to admission. The patient was 
very anaemic, and on vaginal examination the uterus was found to be about 
the size of a twenty weeks’ pregnancy, with a sloughing tumour protruding 
through the cervix. A blood-transfusion was given, and under ether anaes- 
thesia part of the growth was removed. The pathological report on the section 
stated that the growth was a mixed-cell sarcoma (Section 6). Hysterectomy 
was advised, but the patient refused and left hospital. 

She was re-admitted two months later, and total hysterectomy was per- 
formed. There was also a small nodule in the perineum, which was excised. 
Both specimens proved to be sarcomatous (Slides 7 and 8) mainly of spindle. 
cell type with giant cells. The patient refused treatment with the X-rays 
and again left hospital. She was re-admitted eight weeks later with cough; 
an X-ray examination showed the presence of secondary deposits in the 
lungs. The patient died three months after the hysterectomy, having, in 
the meantime, again left hospital and been re-admitted. 

Post-mortem examination. The pelvis was clear. No recurrence was 
found in the perineum; the lungs were studded with secondary deposits, but 
secondary deposits were not found elsewhere. A section of the growth in the 
lungs showed the same sarcomatous structure, as the growth in the uterus 
(Slide 9). 


The third specimen is from a patient aged 27 who was admitted to 
hospital early in January 1933. She was a multipara, her youngest child 
being two years old. For four months prior to admission she had suffered 
from menorrhagia and metrorrhagia, and had been losing almost continuously 
for three weeks before admission. On vaginal examination the uterus was 
found to be about the size of an eight weeks’ pregnancy, and there was a 
polypoid mass protruding from the cervix. Under ether anaesthesia most ot 
the tumour was removed and the uterus packed. On section the growth was 
reported to be a necrotic angiomatous type of polypus with no evidence of 
malignancy (Slide 10). The patient was discharged from hospital and advised 
to report each month; she only reported once, four weeks after discharge, 
and the uterus then felt almost normal in size. The patient was re-admitted 
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10 months later; she gave a history of bleeding for some weeks prior to 
admission. On vaginal examination we found a bulky uterus with a mass 
protruding through the cervix. A blood-transfusion was given and total 
hysterectomy was performed. 

Section of the growth in the uterus showed it to be a very haemorrhagic 
sarcoma, mainly round-cell in type (Section 11). The patient has been 
treated with deep X-rays since the operation. Re-examination of the section 
taken from the vaginal polypus does not suggest malignancy, but it is 
possible that had we examined further sections we might have found sarco- 
matous areas. 


The fourth specimen which I intended to show has unfortunately been lost, 
but I think the microscopic slides are of interest. The patient, who was 
aged 38 years, was admitted on March 17th, 1932. She had four children, 
the youngest of whom was aged seven years. She gave a history of irregular 
bleeding for three months before admission. On vaginal examination a large 
friable mass was seen protruding through the cervix. Under general anaes- 
thesia this polypoid growth was almost completely removed. 

The pathological report on the section was ‘‘degenerating fibromatous 
polypus,’’ but on examining the section again, in the light of subsequent 
events, I think there is no doubt that it shows sarcomatous areas (Slide 12). 

The patient was re-admitted eight months later, complaining of a vaginal 
discharge, which had persisted for four weeks, she stated that her periods 
had been regular since her operation and that the loss had not been excessive. 
On vaginal examination the uterus was found to be bulky and irregular, the 
cervix was patulous, but there was nothing protruding through it. Laparo- 
tomy was performed. The uterus was enlarged and contained some small 
irregular tumours which appeared to be typical fibroids. Sub-total hysterec- 
tomy was carried out. On opening the uterus it was found to contain a 
polypoid mass. This, on section, proved to be a sarcoma of the mixed-cell 
type, with giant cell formation (Slide 13). 

The patient was treated wtih deep X-rays, and when she last reported 
on the 28th of last month, i.e. almost 12 months since the operation, her 
condition was satisfactory and there was not any evidence of secondary 
growths or recurrence. 


Discussion. The Prestpent, Mr. Leyland Robinson, offered his congratu- 
lations to Mr. St. George Wilson and Dr. Watson for the exhibition of three 
very interesting specimens. He remembered that the first specimen he him- 
self had ever shown at this society was one of a sarcomatous polypus. He 
thought that the first specimen might be a sarcomatous degeneration in a 
fibroid. 

Professor BriGGs wondered why it was that cases of sarcomatous polypi 
came to the consultant at such a late stage and in such a hopeless condition. 
For some curious reason the clinical features were very slow in being 
recognized. 


Dr. SmirH recalled a case he first saw 15 years ago. She was a single 
lady and had a small cervical polypus which he had removed. Pathologically 
it was a myxo-sarcoma and it also contained islands of cartilage. The degree 
of malignancy must evidently have been low as the lady is still alive. 
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Mr. J. St. GEorcE Witson and Professor DisLe showed a case of 
EPITHELIOMA OF THE CEP.VIX. 


This patient, aged 56, had eight children; she was treated for early 
carcinoma of the cervix with radium by Heyman’s technique—126 mgms. 
of radium for 20 hours on three occasions. Clinically the growth was intra- 
cervical ,and microscopically indistinguishable from squamous carcinoma. 
Raditm treatment was followed by regular deep X-ray treatment, half U.S.D. 

front and back every fortnight, and she was seen regularly by me. She 
complained of a certain amount of pelvic pain and backache attributed to the 
radium. She had a tendency to closure of the upper part of the vagina. 
Two years after the treatment with radium the pain became much worse, 
and on vaginal examination the cervix could not be felt owing to obliteration 
of the upper end of the vagina; by rectal examination the uterus was felt to 
be enlarged. Under anaesthesia, the adherent vaginal walls were separated, 
and the cervix was disclosed, but the canal was found to be obliterated. A 
tentative attempt at separating the bladder with a view to performing vaginal 
hysterectomy was made, but was abandoned. The abdomen was opened, 
and the uterus found regularly enlarged and cystic, about the size of gestation 
of 15 weeks. 

Hysterectomy was performed; it was most difficult owing to the fixation 
of the lower end and thickening of the broad ligaments, before it could be 
completed, the uterus was tapped and diminished in size. Sub-total hysterec- 
tomy only was attempted, and an opening was made into the cavity of the 
uterus at the lower end, which resulted in the fluid therein being spilled into 
the peritoneal cavity. The fluid was thin and resembled pus,with the excep- 
tion that it had the sparkling appearance suggestive of the presence of 
cholesterin. On being opened, the, uterus retracted to about half its size, 
and contains a structure with a thick wall, lined by thick membrane, granular 
and glistening like sago. 

Microscopically, in the body of the uterus many layers of active squamous 
epithelium are seen, in which evidence of cell division is seen. In the cervix 
an area of squamous cells is seen, which look degenerated, presumably the 
original growth. 

Discussion. The PRESIDENT thought that this specimen showed the exact 
reverse of what occurred in cervical erosion. Instead of the columnar 
epithelium of the cervical canal growing downwards over the vaginal surface, 
as in cervical erosion, the squamous epithelium of the cervix had spread 
upward and had come to line the whole of the uterine cavity. He asked Mr. 
St. George Wilson whether he thought this was a malignant condition? 


Professor Bair Bett stated that he had seen several such cases, His 
first case was that of a uterus lined by transitional epithelium and he had 
also seen the squamous type shown by Mr. Wilson. None of his cases had 
been malignant. Both had contained fluid—hydrops in one case and puru- 
lent fluid in the other. He considered the squamous epithelial lining of the 
uterine cavity to be a protective metaplasia against the irritating fluid inside 
the uterus. He referred to cases of cancer of the uterus in which there were 
many islets of squamous epithelium in the adenocarcinoma (acanthomata) 
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but thought that squamous epithelium might invade the corpus uteri in cases 
of carcinoma of the cervix; this is very rare and he had not seen it. 

Dr. Matpas stated that he had seen a somewhat similar specimen but, in 
addition, there had been squamous epithelial cells in the wall of the uterus. 
He considered them to be a form of local recurrence in cases of low-grade 
malignancy. 

Mr. GouGcu, of Leeds, thought the condition might be likened to Paget’s 
disease of the nipple, in which there is a slowly spreading carcinoma of the 
surface. 

Mr. Witson, in reply, stated that he thought the condition was not malig- 
nant. He thought that cholesterin was present in the fluid in the uterine 
cavity as shown by the bright globules and he quoted an aphorism to the 
effect that the presence of cholesterin in fluid negatives the possibility of 
malignancy. 

Professor DiBLE agreed that metaplasia of the squamous epithelium was a 
common occurrence. It might occur in the gall-bladder after long standing 
irritation from gall-stones. He was of opinion that the cervix in this par- 
ticular case was malignant. He also thought that the spilling of fluid into 
the peritoneal cavity during the operation was of no moment, as any cells 
in the fluid were certain to be dead. 


Dr. J. W. A. Hunter, of Manchester, described a case of 


FIBROID OF THE CERVIX OBSTRUCTING LABOUR. 


There is nothing very remarkable about this case, and I am recording it 
really at the request of Mr. Wyatt, who first saw it, and because at a recent 
meeting of the Gynaecological Club no one could recollect having seen a . 
similar case. 
The patient, Mrs. P., aged 34, was seen by Mr, Wyatt some three years 
ago when she was at the thirty-eighth week of her second pregnancy. She 
gave a history of the intermittent protrusion of a fleshy mass from the vulva 
from the third month onward. On examination a smooth globular fleshy 
mass was found filling the vagina; no pedicle could be felt nor coufd the 
external os be defined. Mr. Wyatt was quite unable ‘to diagnose the condi- 
tion, but considered Caesarean section advisable, and this was performed 
under difficulties in a local Cottage Hospital, a live child of eight pounds being 
delivered. The puerperium was septic and for nearly 18 months the wound 
continued to discharge and, from time to time, silk ligatures were extruded 
both from the abdominal wound and per vaginam. When seen by Mr. Wyatt 
one month after operation the cervix had apparently, returned to a normal 
condition. 
Shortly after the operation she began to suffer from intense migraine, and 
she was referred to me by a physician 18 months later for an opinion on her 
gynaecological condition, as it was thought that there might be a toxic focus 
in the uterus or cervix. Examination showed the uterus to be large, irregular 
and adherent to the abdominal scar; both appendages to be thickened, al- 
though they were not fixed. The vagina was occupied by a firm globular 
swelling about the size of an apple, which made it impossible to define the . 
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cervix or external os. Examination under anaesthesia showed the swelling 
to be an expanded and oedematous anterior lip of the cervix, the posterior 
lip being small and high up posteriorly. I thought the migraine possibly due 
to toxic absorption from pockets of pus in the uterus, so I suggested that 
removal of the oedematous cervix and pan-hysterectomy might have to be 
done if the symptoms failed to improve. 

I saw her again 18 months later in consultation with Mr. Brentnall. The 
migraine was becoming even more intense and, in addition to this, she was 
suffering from a bearing-down sensation. Examination revealed the swelling 
in the vagina to be still present but the uterus was much smaller and more 
mobile and the thickening in the appendages much less marked. We both 
were of opinion that the migraine might be due to the effect of long continued 
pelvic sepsis, and decided first to try the effect of amputation of the cervix. 

At operation a transverse incision was made into the swollen anterior 
cervical lip in order to ascertain its nature. An encapsulated fibroid was 
exposed, which was shelled out easily; the incision was closed, leaving a fairly 
normal cervix. 

Since the operation the patient has been better. The bearing down has 
disappeared and the vaginal discharge has disappeared, but she still suffers 
from attacks of migraine, although of lesser intensity and at more infrequent 
intervals. This may well be done to the improved condition of the uterus 
and appendages and is probably not related to the operation. The questions 
I should like to ask are, can migraine result from prolonged pelvic sepsis? Aua 
are fibroids of the vaginal cervix relatively uncommon? This case would 
seem to be an argument against the use of silk ligatures in Caesarean section. 


: 


EDINBURGH OBSTETRICAL SOCIETY. 


A meeting of the above Society was held on May 9th with the President, 
Dr. Oliphant Nicholson in the chair. 


Doctors HAULTAIN, ROBERTSON and Dewar read a paper on 


A StuDy OF 463 CASES OF CAESAREAN SECTION WITH SPECIAL REFERENCE TO 
THE LATE RESULTS OF 174 OPERATIONS, 

this being the number of answers received from a questionnaire sent to all 

patients upon whom Caesarean section was performed at the Royal Maternity 

Hospital, Edinburgh, during the years 1925 to 1931, inclusive. 

The indications and the immediate results of the operations were shortly 
dealt with. Attention was then drawn to the late effects that the operation 
seemed to have on the genoral health of the mother and child, on the 
menstrual function, fertility, pain and vesical or intestinal under-function. It 
-was found that the general health of the mother was usually excellent for the 
years following the operation and only 10.9 per cent stated that they were 
not in good health; but, since a number of these women suffered from cardiac 
disease, a degree of bad health was only to be expected. The general health 
of the babies was good and compared very favourably with the Registrar- 
General’s statistics of the infantile death rate between the ages of one month 
and five years. It was found that only 15 per cent of the patients suffered 
from any menstrual abnormality, but it was interesting to note that the cases 
of amenorrhoea and scanty menstruation following the operation were as 
common as those of menorrhagia. 

Dysmenorrhoea was present in 7.5 per cent of the cases and was chiefly 
premenstrual in type. The most interesting result of the investigation, how- 
ever, was the fact that in 62.7 per cent of cases in which operation could have 
been followed by pregnancy, pregnancy did not result. This seemed to be a 
very high sterility-rate which was difficult to account for. The fact that 14 
patients were delivered naturally for pregnancies following Caesarean section 
showed that the old saying, ‘‘Once a Caesarean, always a Caesarean,’’ was 
by no means the case in this series. Pain was found to be present and to be 
probably, or possibly, due to the operation in 19.6 per cent of the cases, but 
in only eight per cent was the pain sufficient to make the patient seek medical 
advice. Urinary symptoms were present in 12.8 per cent of cases, the 
predominant complaints being frequency of micturition and painful micturi- 
tion. Constipation was prevalent as a new symptom in 12 per cent of the 
patients operated upon and could be traced as a cause of pain in a number 
of the patients who complained of pain. The question of Caesarean section 
being done in first or second pregnancies when alternative methods of treat- 
ment might be considered was discussed fully, especially with regard to the 
fact of the low fertility rate following the operation. 


Doctors CRUICKSHANK and SHARMAN, of Glasgow, then read a communica- 


tion on 
VAGINAL DISCHARGE OF NON-INFECTIVE ORIGIN. 


They stated that an excessive discharge per vaginam might arise from one 
of three sources—vagina, cervix, or uterus. The ‘tubular glands of the 


661 


= 
| 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


cervix or external os. Examination under anaesthesia showed the swelling 
to be an expanded and oedematous anterior lip of the cervix, the posterior 
lip being small and high up posteriorly. I thought the migraine possibly due 
to toxic absorption from pockets of pus in the uterus, so I suggested that 
removal of the oedematous cervix and pan-hysterectomy might have to be 
done if the symptoms failed to improve. 

I saw her again 18 months later in consultation with Mr. Brentnall. The 
migraine was becoming even more intense and, in addition to this, she was 
suffering from a bearing-down sensation. Examination revealed the swelling 
in the vagina to be still present but the uterus was much smaller and more 
mobile and the thickening in the appendages much less marked. We both 
were of opinion that the migraine might be due to the effect of long continued 
pelvic sepsis, and decided first to try the effect of amputation of the cervix. 

At operation a transverse incision was made into the swollen anterior 
cervical lip in order to ascertain its nature. An encapsulated fibroid was 
exposed, which was shelled out easily; the incision was closed, leaving a fairly 
normal cervix. 

Since the operation the patient has been better. The bearing down has 
disappeared and the vaginal discharge has disappeared, but she still suffers 
from attacks of migraine, although of lesser intensity and at more infrequent 
intervals. This may well be done to the improved condition of the uterus 
and appendages and is probably not related to the operation. The questions 
I should like to ask are, can migraine result from prolonged pelvic sepsis? Aua 
are fibroids of the vaginal cervix relatively uncommon? This case would 
seem to be an argument against the use of silk ligatures in Caesarean section. 


EDINBURGH OBSTETRICAL SOCIETY. 


A meeting of the above Society was held on May goth with the President, 
Dr. Oliphant Nicholson in the chair. 


Doctors HAULTAIN, RoBERTSON and Dewar read a paper on 


A StuDy OF 463 CASES OF CAESAREAN SECTION WITH SPECIAL REFERENCE TO 
THE LATE RESULTS OF 174 OPERATIONS, 


this being the number of answers received from a questionnaire sent to all 
patients upon whom Caesarean section was performed at the Royal Maternity 
Hospital, Edinburgh, during the years 1925 to 1931, inclusive. 

The indications and the immediate results of the operations were shortly 
dealt with. Attention was then drawn to the late effects that the operation 
seemed to have on the genoral health of the mother and child, on the 
menstrual function, fertility, pain and vesical or intestinal under-function. It 
.was found that the general health of the mother was usually excellent for the 
years following the operation and only 10.9 per cent stated that they were 
not in good health; but, since a number of these women suffered from cardiac 
disease, a degree of bad health was only to be expected. The general health 
of the babies was good and compared very favourably with the Registrar- 
General’s statistics of the infantile death rate between the ages of one month 
and five years. It was found that only 15 per cent of the patients suffered 
from any menstrual abnormality, but it was interesting to note that the cases 
of amenorrhoea and scanty menstruation following the operation were as 
common as those of menorrhagia. 

Dysmenorrhoea was present in 7.5 per cent of the cases and was chiefly 
premenstrual in type. The most interesting result of the investigation, how- 
ever, was the fact that in 62.7 per cent of cases in which operation could have 
been followed by pregnancy, pregnancy did not result. This seemed to be a 
very high sterility-rate which was difficult to account for. The fact that 14 
patients were delivered naturally for pregnancies following Caesarean section 
showed that the old saying, ‘‘Once a Caesarean, always a Caesarean,’’ was 
by no means the case in this series. Pain was found to be present and to be 
probably, or possibly, due to the operation in 19.6 per cent of the cases, but 
in only eight per cent was the pain sufficient to make the patient seek medical 
advice. Urinary symptoms were present in 12.8 per cent of cases, the 
predominant complaints being frequency of micturition and painful micturi- 
tion. Constipation was prevalent as a new symptom in 12 per cent of the 
patients operated upon and could be traced as a cause of pain in a number 
of the patients who complained of pain. The question of Caesarean section 
being done in first or second pregnancies when alternative methods of treat- 
ment might be considered was discussed fully, especially with regard to the 
fact of the low fertility rate following the operation. 


Doctors CRUICKSHANK and SHARMAN, of Glasgow, then read a communica- 


tion on 
VAGINAL DISCHARGE OF NON-INFECTIVE ORIGIN. 


They stated that an excessive discharge per vaginam might arise from one 
of three sources—vagina, cervix, Or uterus. The ‘tubular glands of the 
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endometrium were the source of a small quantity of watery and highly alka- 
line secretion from the normal uterus. The secretion from the racemose 
glands of the cervix was thick, mucoid, normally small in amount, and 
definitely alkaline, the pH ranging from 8.0 to 9.0. The normal vaginal 
secretion—not a true secretion as there are no glands in the vaginal epithelium 
—was white, cheesy, highly acid in reaction and consisted of epithelial 
squames, Déderlein’s vaginal bacilli, some transudate and lactic acid. The 
lactic acid, which was responsible for the high acidity, resulted from the 
breaking down of glycogen in the vaginal epithelial cells, probably by 
bacterial action. These conditions were found in the vagina during repro- 
ductive life and for a short period after birth when glycogen was also present 
in the vagina. The deposition of glycogen there was probably controlled by 
the oestrogenic hormone. 

In the study of a series of cases of leucorrhoea in virgins, it was thought 
that a bacteriological and chemical study of the discharge might afford a basis 
for diagnosis in the investigation of its nature and source. As a result of the 
laboratory examination they were able to classify a series of more than 40 
cases of virginal leucorrhoea into two categories: (1) infective, and (2) non- 
infective. The infective group were mostly infections with trichomonas 
vagnalis. Among the non-infective cases, hormonal disturbance was fre- 
quently strongly suggested, either by the individual’s make-up or by gross 
menstrual under-function. Spontaneous remission of the discharge tended to 
occur at intervals. The average age at onset was low, Ig years. Sometimes 
the complaint dated from puberty and in three cases of the series excessive 
discharge was noted before menstruation had begun. 

In four out of five cases examined an excess of oestrin was present in the 
urine, while radiological examination showed diminution of the sella turcica in 
three of five cases. On vaginal examination no lesions, inflammatory or 
otherwise, were discovered. The laboratory findings which included micro- 
scopic study of a fresh drop of the vaginal secretion in saline, estimation of 
the hydrogen-ion concentration by means of the capillator indicator (British 
Drug Houses) and repeated examinations of smears aid cultures from the 
vagina, cervical canal and uterine cavity were summarized as follows: 


Non-Infective. Infective. 


Secretion Bice ese White, viscid, cheesy Grey or yellow fluid, 
frothy 
Grade I flora (epith- Grade II or III flora 
elial cells and Déder- (pus cells, tricho- 
lein’s vaginal bacilli) monas and mixed bac- 
terial flora) 
Culture Déderlein’s bacilli ... Profuse, mixed 
Reaction (average pH) 4.4 (4.2—4.7) ... 5-6 (4.9—6.0) 


They pointed out that excessive discharge of non-infective origin might 
occur in non-virginal patients and its occurrence in pregnancy was very 


common. 
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THE ROYAL ACADEMY OF MEDICINE IN IRELAND. 


A meeting of the Section of Obstetrics of the Royal Academy of Medicine 
in Ireland was held in the Royal College of Physicians on Friday, March 
2nd, 1934. Dr. Bethel Solomons, in the absence of the President, occupied 
the chair. 


Dr. O. Donet Browne read 


““Notes OF A CASE OF SEVERE HypEREMESIS GRAVIDARUM TREATED BY 
JeyuUNosromy.”’ 


The notes on this case are of great interest inasmuch as the condition 
was so severe that immediate treatment was impreative. The patient was 
30 years old and seven or eight weeks pregnant. She had aborted at the 
sixteenth week of her first pregnancy, after some vomiting. The 
vomiting during this, the second pregnancy, had been severe for two and 
a half weeks before admission to a nursing home under the care of Dr. 
O’Donel Browne. She presented all the signs of advanced hyperemesis with 
acidosis, cracked tongue, sordes and persistent vomiting. Constipation was 
present and relieved by simple enemata. Retroversion of the pregnant uterus 
was treated and a support inserted. Salines with glucose were given by the 
bowel, luminal was administered as a sedative. During the first 48 hours of 
treatment the condition became worse so rapidly, with development of incon- 
tinence and restlessness, that fluids were imperatively and urgently needed. 
Further rectal administration was impossible on account of the incontinence 
of faeces; the veins were collapsed, which prevented the intravenous adminis- 
tration of saline solution and subcutaneous salines would have been too slow. 
Jejunostomy was, therefore, performed under local anaesthesia. Continuous 
drip saline through a large rubber catheter into the duodenum was com- 
menced and continued for four days. Glucose, in the strength of 1o per 
cent, was added, and on the fourth day two ounces of castor oil were given 
by tube. Subsequent to an action of the bowels whey and other light food- 
stuffs were given by the tube. The progress of the case was satisfactory. 
Vomiting ceased within 72 hours; the excretion of urine and the bowels’ 
action were established; the jejunostomy was closed and the patient sent 
home within two weeks. Further progress was normal except for the prema- 
ture stillbirth of a normally developed foetus. Large, hypodermic doses of 
luminal, two cubic centimetres every three hours, were given until the 
restlessness was controlled. This, with the immediate introduction of fluids 
and glucose, is regarded as the chief factor in the successfui treatment of the 
condition. Jejunostomy is not recommended as routine treatment. It is, 
however, seen to be of the greatest value in such urgent cases. The induc- 
tion of abortion is not beneficial in the majority of cases, unless the foetus is 
dead or the operation is performed at a very early stage of the disease. In 
less urgent cases the author favours the intravenous administration of 
constant drip salines with glucose. This is best done by fixing the leg on a 
splint and introducing the fluid into the saphenous vein at the ankle. 
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Mr. J. Owens said that when he first saw Dr, Browne’s patient he 
thought the outlook was extremely bad. She was obviously very toxic; 
acetone was present in her urine and in her breath. He opened the abdomen 
under local anaesthesia by an incision through the left rectus abdominis 
muscle. The vomitus in this case was not examined for glucose. Since 
operating on this patient he has performed the operation of jejunostomy two 
or three times and put in glucose and saline; he has had the vomitus 
examined and found that it always contains glucose. Between five and six 
pints of saline solution containing five per cent of glucose can bé introduced 
into the body in 24 hours. 

Dr. Ninian Fakiner referred to a case in which he had introduced 
glucose intravenously, and in which the response was very satisfactory. The 
patient was not; however, in such a very serious conditions as Dr. Browne’s 
patient. He treats most cases of severe vomiting in pregnancy in this way. 
If patients were seen before dehydration was advanced, the administration 
of a solution containing Lugol’s iodine was often followed by a good result. 

Dr. J. CUNNINGHAM said that these cases of toxic vomiting were very 
troublesome, especially in hospital practice; probably because the patients do 
not go to hospital sufficiently soon. He felt that, in teaching, sufficient 
stress is not laid on the importance of hyperemesis gravidarum. It was some- 
times taught that abortion was part of the treatment of this cond tion. 
Abortion should not be necessary, and nobody had ever given any indication 
when abortion should be induced. Abortion would not do any good if the 
liver was damaged. He thought that the injection of corpus luteum and 
other such drugs was useless in the treatment of hyperemesis gravidarum. 
Patients required at least five pints of water per diem and, if possible, an 
effort should be made to give fluid by the bowel. If it could not be given 
by the bowel, it could be given either intramuscularly or intravenously. He 
asked if Dr. Browne had tried passing a duodenal tube in this case, and said 
he thought that, having regard to the seriousness of the patient’s condition, 
Dr. Browne was justified in asking Mr. Owens to perform jejunostomy. 

Dr. J. S. Quin said he thought most of the extremely serious cases o! 
hyperemesis gravidarum were seen too late by a doctor. By the time they 
were seen, the patients were usually suffering from a profound degree of 
dehydration with acidosis, which had to be dealt with at once. The degree 
of toxaemia kills the foetus. In really severe cases the cause of the hypere- 
mesis is not usually known. It is presumed to be due to toxaemia, but where 
the toxaemia comes from is not known. It should be borne in mind that 
vomiting is not a natural concomitant of pregnancy. He asked if Dr. Browne 
had considered the intensive alkalosis treatment for his patient, and referred 
to the possibility of the vomiting being due to psychological causes in some 
cases. 

Dr. R. M. Corsert referred to the question of introducing a tube through 
the rectum into the colon; he said he would not attempt this with a patient 
who was in such a bad condition as Dr. Browne’s patient, because it was a 
very difficult procedure and took a long time. He thought it could not be 
done properly without inserting two fingers into the rectum. This led to 
unjustifiable manipulation of the patient. He had recently removed the 
corpus luteum of pregnancy from a patient who was six months pregnant, 
and she had not vomited at all. He had prescribed antuitrin-S in a case of 
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dysmenorrhoea with nausea; the bleeding became less, but the nausea and 
general discomfort became distinctly greater. 

Dr. E. A. KEELan referred to a case in which great abodminal distension 
was associated with vomiting. The patient made a good recovery after 
jejunostomy; but miscarried a few days afterwards. He also referred to 
another case in which there was severe vomiting for four days, and intus- 
susception. The patient recovered after jejunostomy. He mentioned the 
necessity for teaching that vomiting in the early stages of pregnancy might 
be very dangerous. 

The Master of the Rotunda Hospital said that cases of excessive vomiting 
were often seen late in pregnancy, as well as early. The pulse was, in his 
opinion, the real indication of the patient’s condition. He had recently seen 
a case in which the urine contained albumin and Fouchet’s test was positive. 
She was given saline treatment. Her pulse-rate slowly increased. After 10 
days premature labour was induced at the thirty-fourth week, and a live 
baby, weighing four pounds and three ounces, was born. Immediately after 
the delivery the vomiting ceased. He felt that the patient might have died 
if premature labour had not been induced. 

Dr. BETHEL SoLomons said that this was the first case of hypere- 
mesis treated by jejunostomy, reported from Great Britain and Ireland. 
Professor Moorhead in a paper in the medical Press, in the year 1919, ascribed 
persistent vomiting after some abdominal operations to vagal shock with 
motor paralysis of the stomach and over-secretion from the stomach; he 
suggested, when other treatment fails, that the establishment of an enteros- 
tomy high in the bowel might save some patients. Dr. Browne’s paper 
seems to be the first publication dealing with this matter. Sir William 
Wheeler had made the suggestion to him (Dr. Solomons), but a suitable case 
had not appeared. Great credit was due to Mr. Owens, who had been Sir 
William’s assistant, for the excellent result in the case under discussion. 
Mr. Victor Bonney advocated similar treatment for intestinal obstruction 
which he believed to be due to spastic contraction of one segment of the 
gut, with disturbance of the production and absorption of gas. Dr. Solomons 
had tried various methods of treatment for hyperemesis: he had not had 
gratifying results either with intravenous glucose or intensive treatment with 
calcium, He thought it was wrong entirely to condemn evacuation of the 
uterus. All obstetricians could remember cases which could have been 
saved if the uterus had been emptied. Death after the induction of abortion 
was due to the fact that the induction was carried out too late. There were 
many cases in which the infant was dead; many of these occurred between 
the twentieth and twenty-fourth weeks of gestation and in them either 
vaginal or abdominal Caesarean section was a life-saving procedure. Induc- 
tion took too long and hysterotomy was attended with better results. The 
way to avoid death from hyperemesis was education, but he believed that 
the mothers of the patients required most education. They told their 
daughters that vomiting was a natural part of pregnancy, witn the result 
that the specialist saw the case when it was very far advanced. Students 
had always been taught that vomiting was pathological. 

Hyperemesis is, apparently, differently defined in different institutions, 
for the answer to a questionnaire he had circulated seemed to show that 
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ordinary vomiting was sometimes hyperemesis. He based his nomenclature 
on excessive vomiting, accompanied by constitutional symptoms and either 
the presence of albumin in the urine or a positive Fouchet’s test. Many 
serious cases would be prevented by early prenatal attendance with instruc- 
tion. Any colonic lavage or prolonged treatment would, in his opinion, have 
killed this patient. 

Dr. Browne, in replying, said that Fouchet’s test had not been done in 
his case because it was so very urgent. He considered that albuminuria was 
a very bad sign. 


The Master of the Rotund Hospital read the report of 


A CASE OF UTERINE HAEMORRHAGE ASSOCIATED WITH A CYST OF THE CORPUS 
LUTEUM IN THE Ovary. 


Miss B., aged 1914 years, menstruated regularly every 28 days for three 
or four days. A menstrual period commenced on December rgth; it lasted 
five days and returned in two days’ time. She continued to lose heavily 
for two and a half weeks. On admission to hospital she was completely 
exsanguinated, collapsed and was too ill even to be examined. Twenty cubic 
centimetres of blood were given by the indirect method; she was slightly 
better on the following day. The blood-count was as follows: Red blood- 
corpuscles, 1,500,000; white blood-corpuscles, 6,000; haemaglobin 30 per 
cent. On bimanual examination the uterus was found to be normal in 
position and very slightly enlarged, a cystic swelling was felt in the region 
of the left appendages. Owing to the possibility of a tubal pregnancy it was 
decided to open her abdomen. The only abnormality found at operation 
was a cyst, the size of a tangerine orange, in the left ovary; the cyst con- 
tained a large amount of serous fluid; it was resected and the abdomen was 
closed. The Zondek-Aschheim test was negative, but a note was added by 
the pathologist that a large amount of gonodropic hormone was present in 
the urine and that it reacted on the experimental animals in the same way 
as the urine in some cases of unruptured follicles. The patient made a slow 
but uninterrupted recovery, and has since had no menstrual disturbances. 
On pathological examination the specimen is a simple cyst lined by cells 
which are similar to those lining the corpus luteum. While this kind of case 
is not uncommon it has been reported on account of the extreme degree of 
haemorrhage and collapse. 

Dr. F. S. Bourke said that, in his opinion, the specimen was a ruptured 
follicle of the remains of the corpus luteum from the previous menstrual 
period. He did not understand how the pathologist at the testing station 
could say that it was a follicular cyst. 

Dr. J. CuNNINGHAM said that this was apparanetly a case of uterine 
haemorrhage caused by a persistent cyst, and he thought it was a cyst of 
the corpus luteum which was resistant. 


Dr. NINIAN FALKINER said that the specimen appeared to be similar to a 
corpus luteum, but in some ways it differed from a true corpus luteum. It 
showed proliferation of the cells, which is not supposed to be present in 
the corpus luteum. He did not agree with Dr. Bourke in the function which 
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he attributed to the corpus luteum because the corpus luteum was supposed 
to stimulate the uterine glands to secrete. When haemorrhage occurred in 
the mucous memberane of the uterus there did not seem to be any mechanism 
to control it. This case was particularly interesting in view of the fact that 
the lining of the cyst bore a much closer relation to the corpus luteum than 
one would expect to find in a ruptured follicle. 


Dr. A. SPatIn read 


NOTES OF A CASE OF SARCOMATOUS DEGENERATION IN A FIBROMYOMA. 


Mrs. D., who had four children, was aged 65 years; she was admitted 
to the Mater Hospital on 31st January, 1934. The menopause had been 
established at the age of 48, and for the past 18 years she had been aware 
of a lump in the lower abdomen. This had caused no trouble until about 
eight months previous to admission when it had become tender and slightly 
increased in size. She took no action till January 24th, 1934, when the lump 
suddenly became very painful and she began to bleed from the vagina. She 
was put to bed by her doctor; the haemorrhage almost ceased in 24 hours 
without any special treatment. She was transferred to the Mater Hospital 
on January 31st, still bleeding slightly, and complaining of moderate pain in 
the lump. 

Bi-manual examination gave the impression that a tumour, about the size 
of a melon was situated on top of a small senile uterus. The tumour seemed 
to be distinct from the uterus. The uterus was explored with a sound 
which entered easily for fully eight or nine inches; the cervix was dilated, 
with the object of obtaining some curettings, until it admitted Hegar’s No. 10 
dilator; a Bozeman’s catheter was then introduced into the uterus; a profuse 
haemorrhage immediately occurred, the blood escaping through the return 
flow of the catheter. A hot douche had no effect on the bleeding which was 
very alarming. As soon as the catheter was withdrawn the bleeding stopped 
and did not recur. 

Only slight vaginal haemorrhage subsequently occurred and, three days 
later, the abdomen was opened with the object of performing total hysterec- 
tomy. The peculiar character of the haemorrhage was ‘then explained. 
The tumour was growing in the upper uterine segment, which had undergone 
a twist of a half circle with the lower segment as its pedicle. The twist in 
the lower segment produced a valve-like action, through which the haemorr- 
hage could only occur when the valve was opened by the Bozeman’s catheter. 

The tumour was very vascular; enormously distended veins were present 
in the right broad ligament and on the anterior surface of the uterus. The 
bleeding was so troublesome when pushing down the bladder that I could 
get well below the tumour. I abandoned the total operation and the uterus 
was removed subtotally. The cavity of the uterus was at once opened; it 
did not show any signs of malignancy. 

Dr. W. R. O’FarRELL reports ‘‘the uterus contains a fibromyoma under- 
going sacromatous change; the tumour is completely encapsulated.’’ 

Dr. J. CUNNINGHAM said that if secondary deposits were to form in this 
case they would be most likely to form in the upper part of the tumour, 
and he did not think it was necessary to remove the cervix. 
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Dr. F. S. Bourke said that he thought the number of cases of myomata 
which underwent sarcomatous degeneration was very few. The degree of 
malignancy of the myoma in the present case was, in his opinion, very small. 

Dr. STEWART suggested that an X-ray photograph of the lungs should be 
taken; it might show the presence of secondary deposits. Much trouble 
would thus be saved. 

Dr. NINIAN FALKINER said he wondered what had caused the haemorrhage 
in the uterine cavity. He thought that it was possibly due to the sacro- 
matous condition having already involved the uterine cavity, and if this was 
so, he thought that radium or X-ray treatment would be very good. 

Dr. R. M. Corbet referred to two cases of sarcoma of the uterus, one of 
which was treated by hysterectomy, and the other by myomectomy. The 
first patient died nine months after operation, having developed secondary 
deposits in the lungs, but the other patient was alive and well. Both 
patients were relatively young. 

Dr. O’DonEL Browne said that presumably the haemorrhage was due to 
stirring up the tumour and breaking part of the capsule. Removal of the 
cervix after subtotal hysterectomy was not a very pleasant procedure, and 
the danger to the patient was very great. He would be inclined to treat 
the case by radiation. 

Dr. BETHEL SoLomons said that all myomata should be carefully examined 
for malignant change: he had seen several apparently benign specimens which 
were sarcomatous. The fact that it was rare did not mean that the cases 
should not be examined. He had also seen sarcomatous change in fibroids 
after treatment by the X-rays. Sarcoma occurred more often, in his prac- 


tice, among women of 40, or more years. As Dr. Spain had not remoyed 
the cervix he would advise its removal followed by deep X-ray therapy. 
Dr. Spain, in replying, said that he thought the cause of the profuse 
haemorrhage was the insertion of the catheter. The bleeding was venous, 
and very similar to what was seen in cases of twisted ovarian cyst. There 
was no evidence whatever of the tumour having invaded the cavity of the 
uterus, and there was no evidence of bleeding into the tumour itself. 
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